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Purpose of the Study 
The purpose of this study was to investigate selected 
psychological factors of morbidly obese and normal weight- 
range adult working females in a southern metropolitan com¬ 
munity in order to determine whether there was a significant 
difference between selected psychological factors of morbidly 
obese and normal weight-range adult working females. 
Significance of the Study 
This study could assist helping professionals in provid¬ 
ing more effective direct services to morbidly obese individuals. 
Methods and Procedures 
Descriptive research methodology was used in carrying out 
this study. The independent _t-test was computed, and the data 
were analyzed regarding five psychological factors: neurotic 
tendency, dominance-submission, sociability, depression, and 
self-esteem. 
Participants 
The participants consisted of two groups of morbidly obese 
adult working females and two groups of normal weight-range 
-1- 
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adult working females ages 25 to 59, respectively, encompassing 
various occupations and ethnic/racial groups. 
Ins trumer.ts 
The instruments used were The Personality Inventory by 
Bernreuter, Zung's Self-Rating Depression Scale, and Barksdale's 
Self-Esteem Evaluation No. 35. 
Conclusions 
The results suggested that the morbidly obese participants, 
when compared with the normal weight-range participants, differed 
significantly regarding neurotic tendency, dominance-submission, 
depression, and self-esteem. The two groups did not differ regard¬ 
ing sociability. 
There appeared to be a difference in the intensity with 
regard to how some of the psychological factors impacted on the 
two age groups. The younger (25 to 39) morbidly obese group 
displayed greater neurotic tendency, less dominance, and lower 
self-esteem than their normal weight-range counterpart. Hie older 
(40 to 59) morbidly obese group displayed a greater tendency toward 
depression than their normal x^eight-range counterpart. 
When the two groups of morbidly obese participants were compar¬ 
ed with each other, they appeared to be similar regarding sociability, 
depression, and self-esteem, and different regarding neurotic tenden¬ 
cy and dominance-submission. The younger (25 to 39) morbidly obese 
group displayed greater neurotic tendency and less dominance than 
the older (40 to 59) morbidly obese group. 
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Morbid obesity, a condition characterized by an accumulation of 
body fat in excess of 100 pounds over ideal body weight, is a problem 
plaguing many persons in our society today, according to Dr. Nestor S. 
1 O . 
Martinez. Dr. Edward E. Mason, surgeon and clinical expert on morbid 
obesity, says that persons who are morbidly obese number in the 
millions, and that their obese condition is associated with diseases 
such as hypertension, coronary heart disease, degenerative diabetes 
mylitis, hernia, and sudden death. 
Although physiological factors play a major role in cases of morbid 
obesity, psychological influences appear to be commonly involved. 
Today's societal standards regarding obesity are clear-cut, and the 
stigma attached to obesity reaches into every area of daily life, thus 
exacerbating the role of emotional distress. 
During the past two years, this researcher has been actively 
involved as therapist and facilitator for pre- and post-operatory 
support groups for morbidly obese persons who are concerned about their 
body weight and health maintenance. During the course of the group 
sessions, participants shared their feelings of frustration, guilt, 
1Nestor S. Martinez, "Dilemmas of Gastric Capacity Restriction and 
Technical Refinement of Gastric Bypass for Morbid Obesity," Contemporary 
Surgery 21 (1982): 17. 
2 
Edward E. Mason, "Evolution of Gastric Reduction for Obesity," 
Contemporary Surgery 20 (1982): 17. 
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depression, low self-esteem, intimidation, and failure, among other 
feelings. The venting of these feelings prompted this researcher to 
consider an investigation regarding the relationship between morbid 
obesity and psychological factors. 
Based on the group dynamics and interactions mentioned herein, it 
appeared that the psychological profile of morbidly obese persons were 
inconsistent with the psychological profile of persons who were normal 
weight-range. 
It was the intent of this study to focus on the adult working 
morbidly obese female population in order to answer the following 
question: Do psychological factors of morbidly obese adult working 
females differ from the psychological factors of adult working females 
who are of normal weight-range? 
Purpose of the Study 
The purpose of the study was to investigate selected psychological 
factors of morbidly obese and normal weight-range adult working females 
in a southern metropolitan community in order to determine whether the 
selected psychological factors of morbidly obese adult working females 
differed significantly from the same selected psychological factors of 
normal weight-range females. 
Hypotheses 
In order to investigate the problem, the following questions and 
hypotheses provided direction in carrying out the study. The .05 level 
-3- 
of significance served as the decision rule. 
I. Is there a significant difference between selected 
psychological factors of adult working females, ages 25 to 59, who are 
morbidly obese and adult working females, ages 25 to 59, who are normal 
weight-range? 
(1.1) HQ1 : There will be no statistically significant difference 
between the mean levels of neurotic tendency for adult 
working females, ages 25 to 59, who are morbidly obese and 
adult working females, ages 25 to 59, who are normal 
weight-range. 
(1.2) HQ2: There will be no statistically significant difference 
between the mean levels of dominance-submission for adult 
working females, ages 25 to 59, who are morbidly obese and 
adult working females, ages 25 to 59, who are normal 
weight-range. 
(1.3) HQ3: There will be no statically significant difference between 
the mean levels of sociability for adult working females, 
ages 25 to 59, who are morbidly obese and adult working 
females, ages 25 to 59, who are normal weight-range. 
(1.4) HQ4 : There will be no statistically significant difference 
between the mean levels of depression between adult 
working females, ages 25 to 59, who are morbidly obese and 
adult working females, ages 25 to 59, who are normal 
weight-range. 
(1.5) HQ5: There will be no statistically significant difference 
between the mean levels of self-esteem for adult working 
females, ages 25 to 59, who are morbidly obese and adult 
working females, ages 25 to 59, who are normal weight- 
range. 
II. Is there a significant difference between selected 
psychological factors of adult working females, ages 25 to 39, who are 
morbidly obese and adult working females, ages 25 to 39, who are normal 
weight-range? 
(2.6) HQ6: There will be no statistically significant difference 
between the mean levels of neurotic tendency for adult 
-4- 
working females, ages 25 to 39, who are morbidly obese and 
adult working females, ages 25 to 39, who are normal 
weight-range. 
(2.7) HQ7: There will be no statistically significant difference 
between the mean levels of dominance-submission for adult 
working females, ages 25 to 39, who are morbidly obese and 
adult working females, ages 25 to 39, who are normal 
weight-range. 
(2.8) HQ8: There will be no statistically significant difference 
between the mean levels of sociability for adult working 
females ages, 25 to 39, who are morbidly obese and adult 
working females, ages 25 to 39, who are normal weight- 
range . 
(2.9) HQ9 ; There will be no statistically significant difference 
between the mean levels of depression for adult working 
females ages, 25 to 39, who are morbidly obese and adult 
working females, ages 25 to 39, who are normal weight- 
range. 
(2.10) HQ10 : There will be no statistically significant difference 
between the mean levels of self-esteem for adult working 
females, ages 25 to 39, who are morbidly obese and adult 
working females, ages 25 to 39, who are normal weight- 
range. 
III. Is there a significant difference between selected 
psychological factors of adult working females, ages 40 to 59, who are 
morbidly obese and adult working females, ages 40 to 59, who are normal 
weight-range? 
(3.11) HQ11: 
T*iere will be no statistically significant difference 
between the mean levels of neurotic tendency for adult 
working females, ages 40 to 59, who are morbidly obese and 
adult working females, ages 40 to 59, who are normal 
weight-range. 
(3.12) HQ12 ; There will be no statistically significant difference 
between the mean levels of dominance-submission for adult 
working females ages, 40 to 59, who are morbidly obese and 
adult working females, ages 40 to 59, who are normal 
weight-range. 
(3.13) HQ13 : There will be no statistically significant difference 
between the mean levels of sociability for adult working 
females, ages 40 to 59, who are morbidly obese and adult 
-5- 
working females, ages 40 to 59, who are normal weight- 
range. 
(3.14) HQ14: 
71161:6 will be no statistically significant difference 
between the mean levels of depression for adult working 
females, ages 40 to 59, who are morbidly obese and adult 
working females, ages 40 to 59, who are normal weight- 
range. 
(3.15) HQ15 : There will be no statistically significant difference 
between the mean levels of self-esteem for adult working 
females, ages 40 to 59, who are morbidly obese and adult 
working females, ages 40 to 59, who are normal weight- 
range. 
IV. Is there a significant difference between selected 
psychological factors of adult working females, ages 25 to 39, who are 
morbidly obese and adult working females ages 40 to 59 who are morbidly 
obese? 
(4.16) HQ16: 
71161:6 will be no statistically significant difference 
between the mean levels of neurotic tendency for adult 
working females, ages 25 to 39, who are morbidly obese and 
adult working females, ages 40 to 59, who are morbidly 
obese. 
(4.17) HQ17: 
71161:6 will be no statistically significant difference 
between the mean levels of dominance-submission for adult 
working females, ages 25 to 39, who are morbidly obese and 
adult working females, ages 40 to 59, who are morbidly 
obese. 
(4.18) HQ18: There will be no statistically significant difference 
between the mean levels of sociability for adult working 
females, ages 25 to 39, who are morbidly obese and adult 
working females, ages 40 to 59, who are morbidly obese. 
(4.19) HQ19 : There will be no statistically significant difference 
between the mean levels of depression for adult working 
females, ages 25 to 39, who are morbidly obese and adult 
working females, ages 40 to 59, who are morbidly obese. 
(4.20) HQ20: There will be no statistically significant difference 
between the mean levels of self-esteem for adult working 
females, ages 25 to 39, who are morbidly obese and adult 
working females, ages 40 to 59, who are morbidly obese. 
-6- 
V. Is there a significant difference between selected 
psychological factors of adult working females, ages 25 to 39, who are 
normal weight-range and adult working females, ages 40 to 59, who are 
normal weight-range? 
(5.21 ) H021 : There will be no statistically significant difference 
between the mean levels of neurotic tendency for adult 
working females, ages 25 to 39, who are normal weight- 
range and adult working females, ages 40 to 59, who are 
normal weight-range. 
(5.22) Ho22: There will be no statistically significant difference 
between the mean levels of dominance-submission for adult 
working females, ages 25 to 39, who are normal weight- 
range and adult working females, ages 40 to 59, who are 
normal weight-range. 
(5.23) Ho23: There will be no statistically significant difference 
between the mean levels of sociability for adult working 
females, ages 25 to 39, who are normal weight-range and 
adult working females, ages 40 to 59, who are normal 
weight-range. 
(5.24) H024: There will be no statistically significant difference 
between the mean levels of depression for adult working 
females, ages 25 to 39, who are normal weight-range and 
adult working females, ages 40 to 59, who are normal 
weight-range. 
(5.25) HQ25 : There will be no statistically significant difference 
between the mean levels of self-esteem between adult 
working females, ages 25 to 39, who are normal weight- 
range and adult working females, ages 40 to 59, who are 
normal weight-range. 
Significance of the Study 
A review of the literature revealed the need for additional 
research in the area of psychological factors related to morbid obesity, 
since research on this topic was limited. Specifically, this study was 
significant for the following reasons: 
-7- 
(1) It could provide statistical data and pertinent information to 
researchers, psychologists, psychotherapists, counselors, 
educators, and physicians regarding the problem of morbid 
obesity and specific psychological factors incurred therein. 
(2) It could assist professionals in clinical, community, 
vocational, and rehabilitation counseling settings to address 
the psychological problems that may affect the morbidly obese 
female population, thus providing more effective direct 
services to members of this population. 
Assumptions 
The following assumption was be made in carrying out this study: 
Self-report instruments were used. It was assumed that the 
respondents were honest and had accurate recollection when 
answering the questions on the instruments. 
Limitations 
It was felt that the following factors be considered when 
generalizations from the findings of this study are made: 
(1) The focus of this study was upon segments of two groups of 
females in the southern metropolitan community who were 
concerned with body image and health maintenance. Generaliza¬ 
tions from this study should be made with this in mind. 
(2) One of the three self-report instrument used in this study was 
The Personality Inventory. Group norms for this instrument's 
two "B" scales that were used involved psychology students at 
Stanford University. Group norms for this instrument's one "F" 
scale that was used involved eleventh grade high school males 
from the Boston area. Therefore, generalizations should be 
made with this frame of reference in mind when considering the 
norming population for these three scales of the instrument. 
Definition of Terms 
For the purpose of this study, the following terms are 
operationally defined as they were used in this paper: 
(1) Morbid Obesity - is the state of being at least 100 pounds or 
more over medically recommended weight, according to Dr. Edward 
E. Mason, surgeon and clinical expert on morbid obesity. 
(2) Neurotic Tendency - is a state of emotional instability beyond 
what is appropriate in the conditions of one's life and is 
operationally defined as the sub score obtained from the 
Neurotic Tendency index on The Personality Inventory's B1 -N 
Scale. 
(3) Dominance-Submission - is the tendency to dominate other 
persons in face-to-face situations or to submit to others in 
face-to-face situations and is operationally defined as the sub 
score obtained from the Dominance-Submission index on The 
Personality Inventory's B4-D Scale. 
(4) Sociability - is the tendency to be nonsocial and solitary or 
sociable and gregarious and is operationally defined as the sub 
score obtained from the Sociability index on The Personality 
Inventory's F2-S Scale. 
(5) Depression - is a syndrome comprised of coexisting signs and 
symptoms which signify the presence of pathological 
disturbances or changes in four areas: somatic, psychological, 
psychomotor, and mood, and is operationally defined as the 
score obtained on the Self-Rating Depression Scale (SDS). 
(6) Self-Esteem - is an emotion involving how warm and loving one 
feels toward oneself, based on one's sense of self-worth and 
degree of self-acceptance. It is further defined as the 
automatic product of a person's heritage and total life 
experience and is operationally defined as the score obtained 
on the Barksdale Self-Esteem Evaluation No. 35. 
(7) Normal Weight-Range - is the state of being not more than 
twenty (20) pounds over and not more than twenty (20) pounds 
under the medically recommended weight, according to the 
Metropolitan Life Insurance Company Health and Safety Education 
Division's 1983 Height and Weight Tables, (see Appendix A). 
CHAPTER II 
REVIEW OF THE LITERATURE 
In reviewing the possible relationship between morbid obesity and 
psychological factors, information was acquired from sources other than 
the literature review. 
This researcher has been actively involved as a support group 
therapist for morbidly obese persons. During the support group 
sessions, personal interviews were held with members, at which time an 
eating habit questionnaire and a self-esteem evaluation were 
administered to group members. In addition, this researcher has given 
in-service training for the nursing and operating room staff members of 
Northside Hospital in Atlanta, Georgia, in order to acquaint these staff 
members with the psychological factors related to morbid obesity. In 
December of 1984, this researcher held a six-hour workshop for morbidly 
obese persons at Northside Hospital in order to address the group's 
psychological problems. The workshop focused on nutrition, dieting and 
eating habits, wardrobe and make-up, plastic surgery (lipectomy and 
breast/torso augmentation), and individual and group counseling 
sessions. All of these areas were aimed at addressing the immediate 
interests of the group's members. 
In summarizing the above information, two important factors were 
recognized: (1) a general lack of knowledge by the hospital staff 
members regarding the physical and psychological problems encountered by 
-9- 
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morbidly obese persons; and (2) a general theme regarding the morbidly 
obese population, which revolved around their disgust at having failed 
diet after diet, their lack of meaningful interpersonal relationships, 
and their depression, fatigue, and apathy with themselves and with life 
in general. It is believed that the aforementioned information was of 
inestimable value in understanding the phenomena involved in this study. 
Literature pertinent to this study is presented in this section. 
The following major topics are presented: (1) Clinical Basis and 
Etiology of Morbid Obesity; (2) Psychological Factors Influenced by 
Morbid Obesity; (3) Determinants of Neurotic Behavior; and (4) Specific 
Neurotic Disorders - (a) affective disorder, (b) anxiety disorders, and 
(c) somatoform disorders. 
Clinical Basis and Etiology of Morbid Obesity 
Morbid obesity is described as a medical condition reached by an 
excess of at least 100 pounds above estimated ideal weight in absence of 
recognizable endocrine causes, according to Dr. Nestor Martinez.1 Due 
to the lack of literature, research data, and the overall complexity of 
morbid obesity, researchers have extrapolated from studies of obesity 
and have interpreted and extended their findings to the problem of 
morbid obesity. 
2 
According to Ackerman, obesity is not a single disorder, but a 
heterogeneous group of regulatory disturbances. The pathogenesis and 
1 N. S. Martinez, op. cit. 
o 
Sigurd Ackerman, "The Management of Obesity," Hospital Practice, 
(March, 1983), p. 117. 
maintenance of these disturbances seem to be controlled by varying 
interactions of the central nervous system, and metabolic, genetic, and 
psychological mechanisms. 
A review of the literature estimates that there are over 80 million 
obese Americans and, despite warnings by the United States Public Health 
Service1 that obesity is one of the most prevalent health problems in 
the United States today, the spread of obesity continues. 
The explanation for the growth of obesity as a public health 
2 
problem is explained by Dr. George Christakis, former Director of the 
New York City Bureau of Nutrition, who suggests that the source of the 
problem lies in the discovery of vitamins and amino acids during the 
third and fourth decades of this century, when nutritionists involved in 
community educational programs advocated the consumption of foods rich 
in nutrients. Unfortunately, there was little education in reducing the 
consumption of other foods while increasing the amounts of vitamin and 
protein-rich foods. This occurred at a time when eating assumed a 
recreational character - with the rise of cookouts, television snacks, 
coffee breaks, and dinner parties - and when new convenience foods 
flooded the market in enticing packages. As eating habits have changed, 
so have the patterns of energy use. Automobiles have replaced walking 
and the bicycle, and space-age technology has eased physical burdens at 
home and at the office. As energy at home and at the office has fallen, 
1 U.S. Public Health Service, Obesity and Health (Washington, D.C.: 
U.S. Government Printing Office, undated). 
2 
Dr. George Christakis, "Community Programs for Weight Reduction: 
Experience of the Bureau of Nutrition," Canadian Journal of Health 58 
(1967), 499-504. 
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and as food intake has increased, waistlines have expanded. Along with 
this expansion goes the inconvenient and grave problem of obesity. This 
problem can lead to embarrassment, an inability to participate in many 
pleasurable activities, a lack of opportunity for social and 
occupational success, and interference with the simple, daily tasks of 
one's self-care. 
A number of different means have been used to determine the 
presence of obesity. The two most commonly used measures of obesity are 
reference to height/weight tables and skinfold measurements of fat 
mass. The following tables illustrate this information: 
Table 1 
AVERAGE HEIGHT IN INCHES FOR ADULTS, AGES 18 TO 79 YEARS 1 
Age in Years 
^.S. Public Health Service, "Weight, Height, and Selected Body 
Dimensions of Adults: United States" (Washington, D.C.: U.S. Government 
Printing Office, 1965), p. 9. 
-1 3- 
Table 2 
AVERAGE WEIGHT IN POUNDS FOR ADULTS, AGES 18 TO 79 YEARS1 
Age in Years 
Table 3 
AVERAGE RIGHT-ARM SKINFOLD FOR ADULTS, AGES 18 TO 79 YEARS2 
1 U.S. Public Health Service, "Weight, Height, and Selected Body 
Dimensions of Adults: United States" (Washington, D.C.: U.S. Government 
Printing Office, 1965), p. 7. 
2 
U.S. Public Health Service, "Skinfolds, Body Girths, Biacromial 
Diameter, and Selected Anthropometric Indices of Adults: United States" 
(Washington, D.C.: U.S. Government Printing Office, 1970), p. 6. 
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Several studies have revealed the existence of two major subforms 
of obesity: a hypertrophic type, with increase only in the size of fat 
cells, and a hyperplastic type, with increase in the number of fat 
cells. Hyperplastic obesity (proliferation of fat cells) is known to be 
far more resistant to treatment than hypertrophic obesity (enlargement 
of fat cells), and there is supportive evidence that even with marked 
and prolonged weight loss, there is no decrease in the number of fat 
cells but only in their size.1 
The history of onset also may be of diagnostic value in determining 
whether the obesity is of the hyperplastic or hypertrophic type. A 
presumptive diagnosis of hyperplastic obesity can be made when onset was 
in childhood, the fat is widely distributed, and the person's weight is 
greater than 140 kg. (309 pounds). The diagnosis can be confirmed only 
by quantative laboratory techniques that are not widely available 
(measurement of the lipid content of the adipocytes together with an 
estimate of total body fat). Massive weight gain during adulthood may 
2 
also be associated with hypercellularity. 
Sjostrom has provided experimental and clinical evidence that with 
sufficient weight gain, the number of fat cells can continue to increase 
throughout childhood and into adulthood as well. 
In adults with juvenile-onset obesity, (prior to age 12), fat cell 
size is approximately that of normal weight adults, but fat cell number 
1S. Ackerman, op. cit., p. 119. 
2Ibid. 
3 
I. Sjostrom, "Fat Cells and Body Weight." In A. J. Stunkard 
(Ed). Obesity (Philadelphia: W. Saunders Co., 1980). 
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can be elevated by as much as fivefold.1 2 * Persons with adult-onset 
obesity are likely to have a normal number of fat cells along with 
enlarged cell size, but some persons are obese both hyperplastically and 
2 3 
hypertrophically, according to Hirsch and Knittle. Sjostrom contends 
that hyperplasia can occur in adulthood, but he does not agree that cell 
multiplication is a one-way street: cell number can be increased but 
not decreased. Thus, weight gain may irreversibly increase fat cell 
number. 
Fat cell size might be one variable that determines the body's most 
comfortable biological weight. Bjorntorp4 and his colleagues presented 
remarkable results in a study of weight reduction in both hyperplastic 
and hypertrophic obese women. Fat cell size and number were determined 
before treatment and at the point at which the women stopped losing 
weight. Weight loss ceased when fat cell size reached normal limit even 
though the women stopped losing weight after varying lengths of treat¬ 
ment and widely varying weight losses. Fat cell number did not 
decrease, so hyperplastic obese subjects were still obese. Fat cell 
size may set the biological limit to weight loss, whereas fat cell 
number determines the weight at which this limit occurs. 
1J. Hirsch and J. I. Knittle, "Cellularity of Obese and Non-Obese 
Human Adipose Tissue," Federation Proceedings 29 (1970): 1516-1521. 
2Ibid. 
^1. Sjostrom, op. cit. 
4P. Bjorntorp et al., "Effects of an Energy-Reduced Dietary Regimen 
in Relation to Adipose Tissue Cellularity in Obese Women," American 
Journal of Clinical Nutrition 28 (1975): 445-452. 
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Hidden in this complex physiology is the possibility that different 
factors may cause and then maintain obesity. For example, the American 
diet may lead to weight gain. Physiological changes - perhaps increases 
in fat cell number - may prevent weight loss. Increases in body weight 
produced by psychological or environmental factors may reset what some 
researchers call the "set point", and a determined physiology might then 
defend the new ideal weight. Physiology, thus, may help to explain why 
so few obese persons become thin, despite the high social and psycholog¬ 
ical costs of being overweight. 
Mirkin1 calls the body's weight stabilizer the "set point." He 
points out that there seems to be an upper limit at which an individual 
stabilizes and gains no more, and if one does lose weight, he or she 
tends to drift back up to that same level or set point - the weight at 
which the body seems to feel most comfortable. When a person sheds 
pounds and fat level drops, one's appetite automatically increases and 
the body sends signals to eat more and, thus, get back up to the body's 
set point, the regulator of the body's fat content. Therefore, it is 
not surprising that among morbidly obese persons, the tendency to regain 
weight lost during dieting is often an almost insurmountable problem. 
In order to maintain reduced weight, many of these persons must face the 
prospect of lifelong dieting, since with even so-called normal caloric 
intake, they are likely to return to their predieting weights. 
1 
Gabe Mirkin, Getting Thin (New York: Little, Brown and Co., 1983). 
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Brownell1 points out that the body regulates many functions (e.g., 
body temperature) with great precision and that weight may be one of 
2 
these functions. Keesey notes great variability in weight among humans 
but a remarkable consistency within most individuals over time. Perhaps 
each individual has an ideal biological weight (the set point), and some 
have weights far above culture's ideal. 
The most important corollary of the set point theory is that the 
organism will defend its body weight against pressure to change. The 
set point acts much like a home thermostat that regulates the tempera¬ 
ture around an ideal. It has been known for many years that laboratory 
animals will adjust food intake and physical activity to compensate for 
starvation or forced feeding.3 The same regulation may occur in humans. 
Two studies with humans suggest strong reactions to changes in 
weight. Keys4 and his colleagues studied 36 average-weight men who were 
maintained for three months on 3,500 daily calories and then allowed to 
eat only one-half the normal amount (Keys, Brozek, Henschel, Mickelson, 
and Taylor). The men became preoccupied with food, became apathetic, 
and had serious psychological problems. These problems persisted when 
1Kelly D. Brownell, "Obesity: Understanding and Treating a Serious, 
Prevalent, and Refractory Disorder," Journal of Consulting and Clinical 
Psychology 50 (December 1982): 822. 
o 
R. E. Keesey, "A Set-Point Analysis of the Regulation of Body 
Weight." In A. J. Stunkard (Ed). Obesity (Philadelphia: W. Saunders 
Co., 1980). 
3 
E. F. Adolph, "Urges to Eat and Drink in Rats," American Journal 
of Physiology 151 (1947): 110-125. 
4A. Keys et al., The Biology of Human Starvation. Vols. 1 & 2, 
(Minneapolis: University of Minnesota Press, 1950). 
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the men were allowed to eat freely: they reported "starvation" even 
after a large meal. Sims and Horton1 then studied weight gain in prison 
volunteers in Vermont. These men volunteered to increase their weights 
by 20% to 25%, but some could not gain weight significantly, despite 
eating great amounts. Those who gained had lowered appetite and less 
interest in food, and most required many more calories than expected to 
remain at their heaviest weights. When the study ended, the men 
returned to their starting weights, even though they were allowed to eat 
without restriction. 
It is believed that the palatability of the diet can greatly alter 
the amount eaten. Sweetness and fat content form a combination almost 
certain to create obesity, at least in laboratory animals. Mickelson, 
2 Takahashi, and Craig first demonstrated this effect in rats fed a high- 
fat diet. It has since been demonstrated in several species fed a 
3 
variety of diets, according to Sclafani. 
Most interesting is Sclafani and Springer's2 3 4 use of a "supermarket" 
diet consisting of chocolate chip cookies, salami, cheese, bananas, 
marshmallows, milk chocolate, peanut butter, sweetened condensed milk, 
1E. A. H. Sims and E. S. Horton, "Endocrine and Metabolic 
Adaptation to Obesity and Starvation," American Journal of Clinical 
Nutrition 21 (1968): 1455-1470. 
2 — 
0. Mickelson, S. Takahaski, and C. Craig, "Experimental Obesity, 
1. Production of Obesity in Rats by Feeding High Fat Diets," Journal of 
Nutrition 57 (1955): 541-554. 
3 
A. Sclafani, Dietary Obesity. In A. J. Stunkard (Ed). 
(Philadelphia: W. Saunders Co., 1980). 
4 
A. Sclafani and D. Springer, "Dietary Obesity in Adult Rats: 
Similarities to Hypothalamic and Human Obesity Syndromes," Physiology 
and Behavior 17 (1976): 461-471. 
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and a fat ration. Adult rats, after maintaining normal weight on 
laboratory food, were given the supermarket diet. At least seven foods 
were given at any one time, and the meals were changed frequently to 
maintain variety. These animals gained 269% more weight than did 
controls during a two-month experiment. The effect is rapid and power¬ 
ful, and it occurs in species previously thought to remain lean even in 
the presence of abundant food. 
The supermarket and high-fat diets can elevate body weight in 
animals already obese on a diet of laboratory food, particularly in 
those with genetic obesity or with lesions of the ventromedial hypo¬ 
thalamus.1 Lesions to the lateral region of the hypothalamus are known 
to both decrease eating and augment satiety, while lesions to the 
ventromedial region induce obesity. These findings indicate that some 
forms of obesity can result from primary disturbances within the central 
nervous system. Animals fed the diets from the time of weaning become 
9 
more obese than adults fed the diets. 
Ackerman^ notes that animal experiments have evidenced the herita- 
bility of obesity. Perhaps the best-studied example is the obesity of 
the ob/ob mutant mouse, which is transmitted by a single recessive 
allele. The obese mutants show numerous metabolic and behavioral 
disorders, including abnormal fat storage, hyperphagia, infertility, 
1 H. J. Carlisle and E. Stellar, "Caloric Regulation and Food 
Preference in Normal, Hyperphagic, and Aphagic Rats," Journal of 
Comparative and Physiological Psychology 69 (1969): 107-114. 
2 
0. Mickelson, S. Takahaski, and C. Craig, op. cit. 
^S. Ackerman, op. cit., pp. 118-119. 
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insulin-resistant diabetes, and hyperplasia of the islets of Langerhans. 
Excess energy storage begins in the ob/ob mouse at the age of about 12 
days. However, food intake during the suckling period and up to four 
weeks of age is not greater than that of lean siblings. This observa¬ 
tion has led Trayhurn1 and associates to suggest that, while hyperphagia 
plays an important role in maintaining obesity in these animals, the 
initial development must be attributable to low energy expenditure. 
In a recent study comparing the effects of overfeeding young, lean, 
and ob/ob mice with a so-called cafeteria diet (high-fat, energy-rich 
foods), it was shown that while the lean mice retained little of the 
excess energy intake, obese mice deposited most of it as fat. This was 
further linked to specific metabolic differences between the two geno¬ 
types: the lean mice showed a marked increase in brown adipose tissue 
thermogenesis (heat production via metabolism of tryglycerides) as 
compared with the obese mice. This difference in capacity for brown fat 
2 
thermogenesis was also observed in animals on control diets. 
3 
In another set of experiments, Sclafani pointed out that the 
availability of a highly varied, palatable, energy-rich diet may be 
sufficient to induce obesity in a species generally thought to resist 
overeating and weight gain. He demonstrated that rats offered a "super¬ 
market" diet gained weight rapidly, while controls of the same genotype 
1Paul Trayhurn et al., "Effects of Over-Feeding on Energy Balance 
and Brown Fat Thermogenesis in Obese (ob/ob) Mice," Nature, (1982): 295- 
323. 
2 
S. Ackerman, op. cit. 
3 
A. Sclafani, op. cit. 
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fed a diet of laboratory food remained lean. Thus, some forms of 
obesity may result from an easily accessible diet of palatable, rich 
foods and not from specific endocrine or neural dysfunctions. 
If the set point theory does apply to humans, dieting may be far 
more difficult than most persons believe. Bennett and Gurin1 2 3 discuss 
the attempt of obese persons to overcome the set point: "It is not a 
fair contest. The set point is a tireless opponent. The dieter's only 
allies are willpower and whatever incentives there are that make chronic 
2 
physical discomfort worthwhile." Therefore, it appears that some obese 
persons may be fighting a losing battle when it comes to losing weight. 
As mentioned earlier, fat cells may play a great part in the bio- 
3 
logical make-up of obesity. Mirkin described two kinds of body fat. 
Yellow fat is the fat that ones tries to rid the body of when one is 
dieting. Brown fat (so-called because it is rich in blood vessels) 
warms the internal organs, especially the heart. In order to do this, 
it burns yellow fat. As a rule, the brown fat of thin people works 
harder and uses up significantly more calories than the brown fat of 
overweight people. But, even if one is overweight, there are two ways 
to stimulate brown fat to be more active. One way is to eat numerous 
small meals throughout the day. This triggers prolonged brown fat 
activity and can keep brown fat working during waking hours. The second 
way is to exercise vigorously, which causes the hormone, noradrenalin, 
1W. Bennett and J. Gurin, The Dieter's Delimma: Eating Less and 
Weighing More (New York: Basic Books, 1982), p. 7. 
2Ibid. 
3 G. Mirkin, op. cit. 
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which controls brown fat activity, to rise up to five times its normal 
level. This, in turn, makes brown fat burn more calories, which can aid 
in weight loss. Another calorie burner is the sodium-potassium pump, 
and scientists believe that it may be yet another clue as to why a 
person can be overweight. Like brown fat, it burns up calories to do 
its job, which is to redistribute the amounts of potassium inside and 
outside body cells. The aim is to have more sodium on the outside and 
more potassium on the inside. The purpose of this chemical imbalance is 
to make possible the electric impulses which keep the body functioning. 
A recent study conducted by DeLuise1 and his colleagues suggest 
that sodium pump abnormalities may play a role in the pathophysiology of 
some forms of obesity. The sodium-potassium exchange pump, which is 
ATPase dependent, has been estimated to utilize 20% to 50% of all 
calories ingested. Measurement of the sodium-potassium pump units in 
the red blood cells of obese patients and a control group showed that 
obese subjects had 22% fewer units than non-obese controls, thus attri¬ 
buting non-utilization of 4% to 10% of ingested calories to this 
reduction in energy-consuming cation pump units, with a significant 
increase in fat accumulation. The cation-transport activity of the pump 
was also reduced, in parallel with the decrease in pump units. Further¬ 
more, the magnitude of reduction in number of pump units correlated 
negatively with the percentage of ideal body weight. 
1Mario DeLuise et al., "Reduced Activity of the Red-Cell Sodium- 
Potassium Pump in Human Obesity," New England Journal of Medicine 303 
(1980): 1017. 
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There is an apparent tendency of the body to defend a predetermined 
weight level. Ackerman1 suggests that body weight may be stabilized 
within a relatively narrow range, in a manner similar to other physio¬ 
logically regulated variables, such as body temperature. While there is 
a great variability in body weight among individuals, most persons 
maintain a remarkably consistent weight over time. It is likely that 
some individuals maintain their "normal" weight within a range that 
society classifies as normal. 
In reviewing the literature, serious consideration is given to the 
area of obesity in children. Obesity in children appears to be a 
serious matter. It is associated with decreased growth hormone release, 
hyperinsulinemia, carbohydrate intolerance, hypertension, and hyperlipi- 
. 2 
demia. There is also evidence that obesity in children makes an 
3 
independent contribution to risk for coronary heart disease. 
Approximately 25% of all children are overweight, according to 
Forbes.^ Parents who hope an overweight child will "grow out of it" 
await an unlikely event, because most obese children become obese 
adolescents and most obese adolescents become obese adults, state 
1S. Ackerman, op. cit. 
2 
T. J. Coates and C. E. Thoresen, "Treating Obesity in Children and 
Adolescents: A Review," American Journal of Public Health 68 (1978): 
143-151 . 
3 
L. G. McLain, "Hypertension in Childhood: A Review," American 
Heart Journal 92 (1976): 634-644. 
4G. B. Forbes, "Prevalence of Obesity in Childhood." In G. A. Bray 
(Ed.). Obesity in Perspective (Vol.2) (Washington, D.C.: U.S. Govern¬ 
ment Printing Office, 1975). 
-24- 
1 • 2 
Abraham and his colleagues. Stunkard and Burt estimated that if an 
obese eighth grader had not reduced by the end of adolescence, the odds 
against him or her doing so later are 28 to 1 . Unfortunately, most 
treatments for children suffer from limited losses, poor maintenance, 
various emotional effects, and large attrition rates. 
Mayer4 5 maintains that parents exert a powerful influence on the 
eating patterns of their children. Mirkin6 states that only 7% of the 
children of normal-weight parents grow up to be obese. If one parent is 
obese, the odds are 40%; if both parents are obese, the odds go up to 
80%. Gam and Clark6 state that a child with two obese parents has 3 
to 8 times the chance of being obese than a child with two lean 
parents. Researchers emphasize, however, that environment counts as 
much as heredity. For example, the habits one learns from his or her 
environment can "set up" a person to be obese. Starchy, fat-laden or 
overabundant diets instill a taste for fattening food. Also, the way 
one learns to eat - big meals instead of numerous light ones, or 
1S. Abraham, G. Collins, and M. Nordsieck, "Relationship of 
Childhood Weight Status to Morbidity in Adults," Public Health Reports 
86 (1971): 273-384. 
2 
A. J. Stunkard and V. Burt, "Obesity and the Body Image, II. Age 
at Onset of Disturbances in the Body Image," American Journal of 
Psychiatry 123 (1967): 1443-1447. 
*3 
J. Coates and C. E. Thoresen, op. cit. 
4 
J. Mayer, Overweight Causes, Cost and Control (Englewood Cliffs, 
New Jersey: Prentice-Hall, 1968). 
5G. Mirkin, op. cit. 
6S. M. Garn and D. C. Clark, "Trends in Fatness and the Origin of 
Obesity," Pediatrics 57 (1976): 433-456. 
-25- 
gobbling food down rather than savoring it slowly - teaches one 
fattening eating habits. In addition, if one is given food as a reward 
or problem-solver, food can become an emotional crutch, fostering 
lifelong overeating. Once these habits become set, they become 
progressively stronger over the years. Consequently, by the time a 
person reaches adulthood, he or she has been self-programmed to be 
obese. 
Ackerman1 2 points out that significant correlations in the degree of 
obesity between twins - particularly monozygotic twins - have been 
reported. However, most authors agree that during childhood years, some 
familiar resemblance must be attributed to their shared environment. 
"On the other hand, correlations in the degree of obesity among twins 
frequently continue into adulthood, when the effects of common environ¬ 
mental influences are much less. Studies of adopted children with obese 
biological parents and normal-weight adoptive parents have also 
2 
implicated a heritable component in the development of obesity." 
In examining the etiological factors regarding obesity, Ackerman3 
suggests that a family history should be examined for clues to predis¬ 
posing and etiolgical factors. While it is widely assumed that some 
forms of common familial obesity have a genetic basis, genetic factors 
have been clearly defined only in such rare diseases such as Laurence- 
Moon-Bardet-Biedl syndrome and Prader-Willi syndrome. A medical history 
1 S. Ackerman, op. cit., p. 120. 
2Ibid., p. 128. 
3Ibid. 
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should be aimed at disclosing any identifiable medical causes, such as 
diabetes, hypothyroidism, and Cushing's syndrome. In addition, 
excessive insulin levels appear to induce obesity. 
In addition to the family and medical factors predisposing obesity, 
drugs are also contributing factors to obesity, since many drugs induce 
weight gain. There is good evidence, says Ackerman,1 that antidepres¬ 
sants and minor tranquilizers all promote weight gain, probably by 
increasing eating. 
Obesity, on the whole, is less prevalent in men than in women and, 
paradoxically, appears to correlate with high socioeconomic status in 
o 
men. Goldblatt and associates found that, at least for women, 
increasing status was associated with a trend toward thinness. For men, 
on the other hand, increasing status was associated with a trend toward 
''normal" weight. 
3 
According to Goldblatt et al., it is possible that poverty may 
lead to poor education regarding health and nutrition. Thus occupants 
of lower socioeconomic strata might place a positive value upon obesity 
as a sign of rejection of middle-class values. Ethnic or cultural 
factors are another contributor to obesity and may, in fact, curb the 
obese person's rise up the socioeconomic ladder. Ethnic variables can 
govern a wide variety of the conditions associated with eating, such as 
11bid. 
? 
P. B. Goldblatt, M. E. Moore and A. J. Stunkard, "Social Factors 




when to eat, the selection of food, food preparation, and the ceremony 
associated with eating.1 
Psychological Factors Influenced by Morbid Obesity 
It is clear that obesity can be induced by simple overeating and 
physical inactivity. This type of behavior may represent a lifelong 
pattern, or it may occur in response to life's difficulties, social 
pressures, or psychiatric illness. 
The psychological hazards of obesity may be as serious as the 
2 
medical hazards. Stunkard states that obese persons suffer not only 
from the stigma of their obesity, but from being blamed for their condi¬ 
tion. Unlike persons with other physical disabilities, obese persons 
are labeled with terms that imply personal responsibility (lazy, weak, 
self-destructive, etc.). Therefore, it is not surprising that many 
obese persons detest their bodies and are preoccupied with weight. 
3 
Ackerman points out that for many morbidly obese persons, there 
are psychological needs to remain obese, since their obese condition may 
have acquired considerable importance as a stable fact of the person's 
psychosocial life. For example, no matter how bitterly an obese man or 
an obese woman may complain about never having dates, the individual may 




A. J. Stunkard (Ed.), Obesity (Philadelphia: W. B. Saunders Co., 
• 
3S. Ackerman, op. cit., p. 127. 
1980) 
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In obesity complicated by psychological disturbances, Ackerman1 
points out that there is some evidence for the value of dynamic 
psychotherapy. The American Academy of Psychoanalysis recently 
evaluated the effects of psychotherapy in 84 obese patients. Only five 
of them had entered therapy with obesity as the primary complaint. 
After 42 months of psychoanalytic therapy, it was found that 67% of the 
patients had lost more than 10 pounds and 19% had lost more than 40 
pounds. Patients appeared to maintain the weight loss for longer 
periods of time. At the end of a four-year follow-up study, there was 
no trend to regain weight lost in the course of psychotherapy. Thus, it 
appears that psychoanalytic therapy represents an option for some 
persons who are obese but who have reasons other than their obesity to 
seek therapy. 
Two groups of studies encompass much of the research regarding the 
psychological aspects of overeating. The first approach attempts to use 
an essentially inferential means of categorizing those who overeat from 
those who use appropriate eating controls. In one of the studies, 
2 
Mendelson suggests that a continuum with a range of degrees of distur¬ 
bance may be the best manner in which to characterize obese persons. At 
one end of the continuum are persons who are emotionally stable. In 
Mendelson's research, approximately one-fifth of his sample are in this 
category. A second point on the continuum includes persons who eat to 
defend against emotional tensions of various kinds and for whom obesity 
11bid., pp. 138-1 39. 
2 
M. Mendelson, "Psychological Aspects of Obesity," International 
Journal of Psychiatry 2 (1966): 599-610. 
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poses no real problem. At the most severely disturbed end of the 
continuum are those persons for whom obesity is a central problem and 
for whom food and its consumption are major preoccupations. Analogues 
to Mendelson's continuum are found in Hamburger's1 classification of 
eating disturbances. At the point of least disturbance are the persons 
who overeat in response to emotional tensions and times of transitional 
stress. A little further along are those who eat as a substitute grati¬ 
fication for extended periods of time. A third group includes persons 
who overeat almost constantly as a means of warding off emotional 
upheaval, such as depression. And, at the extremely pathological end of 
the continuum are the persons who are addicted to food. 
2 
The second approach is derived from Bruch, who speculated that 
obesity is a consequence of personality defects in which body size 
becomes the expressive organ of an underlying psychological conflict. 
The origin of this conflict is believed to rest in the early life 
experiences of the individual. Deri^ concurs, linking obesity with 
orality, thus implying the whole psychoanalytic theory of the various 
states of psychosexual development . . . including the developmental 
phases of object relationship. Deri divides the psychoanalytic 
viewpoint into three groups. The first group is concerned with the 
unconscious associations to the meaning of food. Food is understood to 
1W. W. Hamburger, "Emotional Aspects of Obesity," Medical Clinics 
of North America 35 (1951): 483-499. 
2 
H. Bruch, "Transformation of Oral Impulses in Eating Disorders: 
Conceptual Approach," Psychiatric Quarterly 35 (1961): 458-481. 
3 
S. K. Deri, "A Problem in Obesity." In A. Burton and R. E. Harris 
(Eds.), Clinical Studies in Personality (New York: Harper, 1955), p. 574. 
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symbolize "a range of essences from 'mother's love' and the 'symbolic 
incorporation of the breast' to father's phallus and 'an impregnating 
substance."'1 A second group is concerned with the symbolic meaning of 
the acts of oral intake and ingestion. "The libidinous qualities of 
these acts are characterized by the term 'alimentary orgasm' while the 
sadistic quality is inherent in the phrase 'cannibalistic incorporation 
of the mother.'" The third group is concerned with the symbolic 
meaning of increased body size which occurs as a consequence of 
overeating. Explanations of this phenomenon range from a rejection of 
femininity through the "unconscious act of being castrated as well as 
protected against the danger of castration," to obesity as a symbol of 
3 
pregnancy. Another view states that the obese person attempts 
identification with parents and/or siblings, and this "double 
identification interferes with the development of normal feminine 
4 
personality and produces a trend toward masculimzation. 
In discussing resistances to weight loss, Simon5’ suggested that 
obese persons would resist giving up eating, which served as a 




G. Bychowski, "On Neurotic Obesity," Psychoanalytic Review 34 
(1950): 318. 
R. I. Simon, "Obesity As a Depressive Equivalent," Journal of the 
American Medical Association, 183 (1963): 208-210. 
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of feelings of depression. Likewise, Conrad1 explains that obese 
individuals may resist dieting in order not to lose weight, large body 
size being associated with health and a protection against illness, 
power and strength, fears of change, maturity, and losing love, in 
addition to protection against sexual temptation, low self-esteem, and 
tendencies toward self-punishment. 
Consideration is given to previous statements herein made by 
researchers regarding the occurrence of obesity as a response to life's 
difficulties thus, perhaps, signifying underlying psychological or 
psychiatric problems. With this in mind, it seems necessary, therefore, 
to review the literature regarding neurotic behavior in order to deter¬ 
mine whether there is a relationship between psychological factors and 
the development and maintenance of obesity. 
Determinants of Neurotic Behavior 
■ . 2 
According to Price and Lynn, neurotic refers to a variety of 
anxiety-ridden, peculiar, self-defeating, but not necessarily bizzare, 
behavior patterns. Over the centuries, ideas about its meaning have 
changed several times. For example, in the 19th century, the term was 
heavily influenced by an organic orientation to abnormal behavior. At 
that time, it was believed that neurotic disorders were due to weak or 
damaged nerves, and that the fatigue and anxiety experienced by neurotic 
1S. W. Conrad, "The Problem of Weight Reduction in Obese Women," 
American Practioner and Digest of Treatment 5 (1954): 38-47. 
2 
R. Price and S. Lynn, Abnormal Psychology in the Human Context 
(Homewood, Illinois: The Dorsey Press, 1981): p. 133. 
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people were due to neurological impairment. 
With the emergence of psychoanalysis, however, neurotic behavior 
was incorporated within the framework of the anxiety-defense model 
developed by Freud, in which threatening inner desires and impulses are 
seen to elicit anxiety and to lead to the use of various ego-defense 
mechanisms - such as denial and repression. But, because such 
mechanisms are reinforced by anxiety reduction once they come into 
operation, the anxiety-defense model can be interpreted within a much 
broader context - that of anxiety reduction where learning principles, 
especially modeling and reinforcement, are used. 
According to the DSM-III,1 when Freud first used the term 
"psychoneurosis,H he was referring to only four subtypes: (1) anxiety 
neurosis; (2) anxiety hysteria, or phobia; (3) obsessive-compulsive 
neurosis; and U) hysteria. Freud used the term both descriptively: (a) 
to indicate a painful symptom in an individual with intact reality 
testing; and ( b) to indicate the etiological process (unconscious 
conflict arousing anxiety and leading to the maladaptive use of defense 
mechanisms that result in symptom formation). 
2 
According to Horney, the individual in conflict with or frustrated 
by his or her environment develops a basic anxiety with which he or she 
must cope. For example, the first time a child's comfort and security 
is threatened, that child develops a basic anxiety, and the manner in 
1 American Psychiatric Association, Diagnostic and Statistical 
Manual of Mental Disorders, Third Edition (Washington, D.C.: APA, 1980), 
pp. 9-10. 
Karen Horney, The Neurotic Personality of Our Time (New York: 
W. w. Norton and Company, Inc., 1937). 
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which he or she satisfies anxieties becomes a part of his or her 
personality. Horney called the need to adjust to basic anxiety a 
neurotic need - a need that is possessed by everyone. These neurotic 
needs that develop from basic anxieties usually play dominant roles 
during the individual's childhood.1 2 3 
When parents are inconsistent with their praise and/or punishment, 
children become anxious and need to adjust their behavior to satisfy the 
anxiety. For example, a child in need of attention may show off in 
front of parents and relatives. Sometimes the parent or parents may 
praise the child and at other times may scold the child. The child 
develops a basic anxiety over his or her behavior and, thus, seeks a 
more consistent way of obtaining affection. The child acts sullen or 
pouts until the parent reacts with the affection and/or concern the 
child is seeking. This sullenness and pouting may become a permanent 
part of the child's personality. In addition to affection, Horney lists 
power, achievement, approval, self-sufficiency, and prestige as other 
neurotic needs that develop from the individual's basic anxieties over 
his or her environment. Only when a neurotic need is satisfied mal- 
3 
adjustively does the person become a neurotic individual. 
Although many psychodynamically-oriented clinicians believe that 
the neurotic process always plays a central role in the development of 






Eysenck^ hypothesized that people differ on a heredity basis in the 
reactivity of their autonomic nervous system and in the speed and firm¬ 
ness with which they build up conditioned responses. These individual 
differences are associated, respectively, with the personality dimension 
of neuroticism. The autonomically reactive individual is prone, given 
the appropriate environmental conditions, to develop neurotic disorders, 
while the individual who forms conditioned responses easily will exhibit 
introverted behavior. The person who is unfortunate enough to be at the 
extreme in both conditionability and autonomic reactivity almost 
inevitably develops strong conditioned fears, phobias, compulsions and 
obsessions, and other neurotic symptoms. 
2 
According to Coleman, an individual is said to exhibit neurotic 
behavior if he or she frequently misevaluates adjustment demands, 
becomes anxious in situations that most people would not regard as 
threatening, and tends to develop behavior patterns aimed at avoiding, 
rather than coping, with problems. The individual may realize that his 
or her behavior is irrational and maladaptive but seems unable to alter 
it. Coleman says this pattern of neurotic behavior involves faulty 
learning, which makes the individual particularly vulnerable to certain 
common life stresses that most people can cope with successfully. This 
vulnerability, in turn, leads to a causal chain of stress - anxiety - 
1H. J. Eysenck, The Dynamics of Anxiety and Hysteria (London: 
Routledge and Kegan Paul, 1957). 
2 
J. C. Coleman, Abnormal Psychology (Glenview, Illinois: Scott, 
Foresman and Co., 1972), p. 217. 
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avoidance - reinforcement. This pattern is reinforcing because it 
enables the individual to alleviate his or her anxieties or to escape 
anxiety entirely by avoiding the stress at the earliest possible 
indication of its approach. He or she may even avoid situations in 
which a given type of stress is likely to occur. Thus, neurotic 
avoidance behavior tends to be both self-defeating and self- 
perpetuating.1 
2 
According to Coleman, the common core of neurotic behavior is a 
maladaptive life style, typified by anxiety and avoidance. Basic to 
this neurotic life style are faulty evaluation of reality, avoiding 
problems rather than coping with them, and the tendency to maintain this 
life style despite its self-defeating nature. 
Coleman continues, by emphasizing that the neurotic person 
perceives himself or herself as basically inadequate and, thus, sees 
many situations as threatening which seem non-threatening to most 
3 
people. For example, there is a need to cling to others for support 
and there is dread of competitive situations. The neurotic sees a 
variety of common stresses as being threatening, thus making anxiety a 
prime characteristic of the neurotic behavior. And, even though the 
neurotic develops various defenses for reducing anxiety, these are 
rarely adequate and a good amount of anxiety and fearfulness remains. 
Ibid., p. 220. 
2Ibid., p. 218. 
3Ibid. 
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This anxiety and fearfulness, along with the individual's narrowing 
of perception, leads to a focus on the "self." The neurotic is chron¬ 
ically and painfully aware of his or her own feelings, hopes, and 
problems, and feels that he or she is fighting for life itself. With 
this consumed feeling for "self," there is little concern for others. 
Underlying feelings of inadequacy and anxiety are often manifested in a 
desparate search for a strong and vital marriage partner who, they feel, 
will make life secure. Usually this search ends in disappointment 
because of the neurotic's own inadequacies.1 2 
As a consequence of this inadequacy, states Coleman, the neurotic 
person is prone to be generally dissatisfied and unhappy. There is a 
lack of self-esteem harbored by surmounting obstacles. At times there 
is a vague awareness of inner confusion and lack of personal growth that 
fosters feelings that he or she is not a complete person - that some¬ 
thing is missing. This life style usually results in anxiety and guilt. 
Coleman gives two reasons why the neurotic maintains this self-defeating 
life style: (1) the neurotic receives immediate relief from anxiety 
which comes from the neurotic pattern of avoiding stressful situations; 
and (2) the neurotic's inappropriate persistence of the threat 
potential.3 
The humanist's view of neurotic behavior emphasizes blocked 
personal growth. In reviewing the literature, it was noted that this 




blocked personal growth stems from several interrelated sources: (1) a 
conflict between maintenance and growth motivation; (2) an individual's 
inability to find values he or she can believe in and can use as guides 
toward a meaningful and fulfilling life; (3) the pursuit of false 
values; (4) chronic aimlessness, alienation, and meaninglessness; and 
(5) faulty socialization.1 
The inability to establish constructive and satisfying inter- 
2 
personal patterns seems to underly all neurotic patterns. Berne has 
described a number of interpersonal patterns, or "games people play," in 
which one person is victimized by an unscrupulous partner. Carson has 
referred to two kinds of pathogenic contracts: (a) fraudulent inter¬ 
personal contracts, in which the rules governing honesty, for example, 
are violated by one of the parties; and (b) disordered interpersonal 
contracts, in which a disturbed family pattern is maintained because all 
parties agree to support the maladaptive and self-defeating behavior of 
one of its members. 
Shapiro has pointed to another kind of conflict that may underlie 
neurotic reactions - an intrapsychic conflict between various "sub¬ 
selves" in a poorly integrated individual. For example, individuals 
will try to be the person others expect them to be, the real person they 
11bid., p. 256. 
2 
E. Berne, Games People Play, (New York: Grove Press, 1964). 
3 
R. B. Carson, Interaction Concepts of Personality, (Chicago: 
Aldine, 1969). 
4 
S. B. Shapiro, "A Theory of Ego Pathology and Ego Therapy," 
Journal of Psychology 53 (1962): 81-90. 
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think they are, and the ideal person they think they should be. Con¬ 
flict among these subpersons may make decisions both difficult and 
anxiety-arousing, leading to some degree of neuroticism. 
Neurotic disorders can be found in all segments of the population 
in our society. There appear to be differences, however, in the 
incidence and types of neurotic patterns manifested by a particular sub¬ 
group. Coleman1 points out that neurotic individuals from the lower 
educational socioeconomic levels appear to show a higher than average 
incidence not only of conversion hysteria but also of aches, pains, and 
other somatic symptoms. Middle and upper-class neurotics, on the other 
hand, seem especially prone to anxiety and obsessive-compulsive 
disorders, with such symptoms as unhappiness and dissatisfaction with 
life. 
Systemic research is scarce, but it appears that the individual's 
family setting and life style help to determine the likelihood of his or 
her becoming a neurotic, as well as the patterns of neurotic behavior he 
or she is most likely to develop. Thus, as societal conditions change, 
so will the incidence and the prevailing types of neurotic behavior. 
Specific Neurotic Disorders 
For the purpose of this study, the following disorders will be 
discussed: Affective Disorders (dysthymic disorder or depressive 
neurosis); Anxiety Disorders (phobia and obsessive-compulsive); and 
Somatoform Disorders (somatization disorder, conversion disorder, 
1J. C. Coleman, op. cit., p. 257. 
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psychogenic pain disorder, and hypochondriasis). 
Affective Disorders 
The essential feature is a long-standing illness of at least two 
years' duration, with either sustained or intermittent disturbance in 
mood and associated symptoms. A full affective syndrome is not present 
and there are no psychotic features. These disorders usually begin in 
early adult life without a clear onset.1 2 
Depressive neurosis. The essential feature is a chronic 
disturbance of mood involving either depressed mood or loss of interest 
or pleasure in all, or almost all, usual activities and passtimes. 
o 
According to the DSM-III, depressed mood may be characterized by 
the individual as feeling sad, blue, down in the dumps, or low. The 
depressed mood or loss of interest or pleasure may be either relatively 
persistent or intermittent and separated by periods of normal mood, 
interest, and pleasure. These normal periods may last a few days to a 
few weeks. The diagnosis should not be made if any apparently chronic 
course has been interrupted by a period of normal mood lasting more than 
a few months. Impairment in social and occuptional functioning is 
usually mild or moderate because of the chronicity rather than the 
severity of the depressive syndrome. Therefore, hospitalization is 
rarely required unless there is a suicide attempt or a superimposed 
Major Affective Disorder. 
1DSM-III, op. cit., pp. 221-223. 
2Ibid. 
-40- 
"This disorder usually begins early in adult life, and for this 
reason was often referred to as Depressive Personality. In children and 
adolescents, social interaction with peers and adults is frequently 
affected. Children with depression often react negatively or shyly to 
praise and frequently respond to positive relationships with negative 
** 1 
behaviors ... This disorder is common among adults and appears 
frequently in both sexes. 
"Predisposing factors include chronic physical disorder, chronic 
psychological stressors, and other mental disorders, such as a 
Personality Disorder . . . that does not completely remit and merges 
imperceptibly into this condition. 
Depression usually begins without clear onset and has a chronic 
course. During the depressive periods, three of the following symptoms 
could be present: insomnia, low energy level, feelings of inadequacy, 
self deprecation, social withdrawal, decreased attention or concentra¬ 
tion, loss of interest in or enjoyment of pleasurable activities, 
feeling slowed down or restless, irritability or excessive anger, 
tearfulness or crying, and recurrent thoughts of death or suicide." 
Depression usually begins without clear onset and has a chronic 
course. 
Anxiety Disorders 
Anxiety disorders, formerly known as anxiety neurosis, is the most 




of all neurotic disorders, according to Eiduson.1 it is characterized 
by chronic anxiety and apprehensiveness, which may be punctuated by 
recurring episodes of acute anxiety. But, since neither the anxious 
expectations nor the acute anxiety attacks appear to stem from any 
particular threat, the pervasive anxiety is said to be "free-floating." 
As Wolpe has emphasized, this means that the eliciting stimuli are 
obscure, complex, and quite pervasive. In addition to free floating 
anxiety, the predominant symptoms in anxiety disorders typically 
include: (1) an inability to concentrate; (2) difficulty in making 
decisions; (3) extreme sensitivity; (4) discouragement; (5) sleep dis¬ 
turbances; (6) excessive sweating; and (7) sustained muscle tension. 
In Freudian terms, neurotic anxiety was thought to occur when the 
id and the ego were in conflict. This struggle can be so great, Freud 
believed, that the person finds the resulting anxiety to be intolerable. 
The ego, in the role of protector, sometimes has to take irrational 
measures to shield itself from this conflict-producing anxiety by means 
of defense mechanisms - psychological ways of distorting reality in 
order to reduce the anxiety caused by the id-ego conflict. The most 
important of these defense mechanisms - repression - takes the impulse 
out of awareness and, by doing so, temporarily relieves an individual of 
id-ego conflict and its resultant anxiety. 
1B. T. Eiduson, "The Two Classes of Information in Psychiatry," 
Archives of General Psychiatry 18 (1968): 405-419. 
2 
J. Wolpe, "For Phobia: A Hair of the Hound," Psychology Today, 
(March, 1969), pp. 34-37. 
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An important aspect of defense mechanisms is that they occur uncon¬ 
sciously. Therefore, the energy from the original conflict still exists 
and may manifest itself in anxiety from time to time but, because the 
causes of the conflict are repressed, an individual may not know why he 
or she is anxious. 
Coleman1 explains that the anxiety neurotic lives in a relatively 
constant state of tension, worry, and diffuse uneasiness. The indi¬ 
vidual is oversensitive in interpersonal relationships and frequently 
feels inadequate and depressed. Usually the individual has difficulty 
concentrating and making decisions, dreading to make a mistake. The 
person's high level of tension is often reflected in strained postural 
movements, overraction to sudden or unexpected stimuli, and continual 
nervous movements. Commonly, the person complains of muscular tension, 
especially in the neck and upper shoulder region; chronic mild diarrhea; 
frequent urination; and sleep disturbances that include insomnia and 
nightmares. The anxiety neurotic perspires profusely, has clammy palms, 
may show cardiovascular changes, such as elevated blood pressure and 
increased pulse rate, and may experience heart palpitations for no 
apparent reason. 
The neurotic is likely to experience intense anxiety in situations 
that elicit "dangerous" feelings (feelings that would de-value his or 
her self-image or relationships with others). Dealing with hostility 
tends to be difficult for the neurotic, who feels forced to take a 
compliant, subservient, self-suppressing attitude toward others as the 
1 
J. C. Coleman, op. cit., p. 221 . 
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price of love, acceptance, and security. "The blocking of his own 
strivings to be a person leads inevitably to strong feelings of 
aggression and hostility, yet it seems that these feelings must be 
controlled and denied at all costs to avoid possible rejection by others 
and to maintain an image of himself as a worthy person. Sometimes, such 
repressed hostility reveals itself in indirect ways, such as fantasies 
of killing or injuring other people, perhaps even someone he loves or 
feels dependent upon for acceptance and security."1 
Likewise, repressed sexual desires could threaten to damage 
existing defenses and elicit severe anxiety. A person may try to 
repress homosexual impulses that he considers highly immoral and incom¬ 
patible with his self-concept. The repression protects him for awhile, 
but eventually the individual is likely to experience periodic flare-ups 
of anxiety, even though he may be unaware of the reason for them. In 
addition, some changes in his life situation, such as a friendly rela¬ 
tionship with a homosexual, could intensify homosexual impulses, thus 
posing a threat to his repressive defenses and eliciting intense 
anxiety.2 
Most anxiety neurotics often put up a good fight despite their 
faulty evaluations of themselves. Portnoy has pointed out: "To the 
picture of an anxious individual apprehensively coping with life in the 
face of inner and outer dangers must also be added the picture of a 
human being with courage, able to endure this much anxiety without the 
1J. C. Coleman, op. cit., p. 224. 
2Ibid. 
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more massive defenses and character distortions which characterize the 
other psychiatric syndromes."1 With repression representing the only 
defense mechanism utilized by the anxiety neurotic, many anxiety 
neurotics function very effectively when confronted with actual danger 
that both demands and permits definitive action, according to Cattell 
. 2 
and Scheier. 
Sometimes neurotic behavior is characterized by chronic anxiety 
reactions. According to Silverman,"^ these reactions consist of vague 
fears of impending disaster, constant emotional and physical tension, 
fatigue, inability to concentrate, and so on. In this condition, the 
entire body is in a constant state of tension, with this general state 
of disturbance causing improper adjustive behavior and exaggerated 
responses. The anxiety reactions include all aspects of functioning, 
from internal organic disturbances and skeletal muscle tension to an 
inability to concentrate. All the symptoms of fear are present, but the 
4 
condition confronting the individual does not really merit fear. 
The variety and severity of the symptoms of chronic anxiety can 
seriously affect the individual's daily life, since continued fatigue 
and tension lead the individual to curb social activities in favor of 
isolation, thus avoiding outside contacts that would worsen his or her 
1I. Portnoy, "The Anxiety States." In S. Arieti (Ed.), American 
Handbook of Psychiatry, Vol I. (New York: Basic Books, 1959), p. 320. 
2 
R. B. Cattell and I. H. Scheier, The Meaning and Measurements of 
Neuroticism and Anxiety (New York: Ronald, 1961). 
3Robert Silverman, Psychology (New York: Appleton-Century-Crofts, 
1971 ), p. 586. 
^Ibid., p. 549. 
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"illness."' 
Sometimes a chronic state of tension builds into an acute anxiety 
attack, whereby the individual is overcome by panic. When this occurs, 
the individual may suffer from shortness of breath, dizziness, heart 
palpitations, and perspiring. These attacks usually occur in situations 
where the individual feels that there are no means of escape, is 
separated from someone on whom the individual relies on for emotional 
support, or forsees a possibility of failure and punishment. These 
attacks can occur as frequently as two or three times a day or after 
going to bed, at which time the anxiety neurotic reviews mistakes, real 
or imagined, recent or remote, and anticipates difficulties that could 
arise in the future. The anxiety neurotic often dreams of being choked, 
being shot, or being chased. Sometimes the anxiety neurotic awakens out 
of a sound sleep with feelings which rapidly develop into an attack. 
A review of the literature indicates that anxieties are generally 
well-established before adolescence, at which time they begin to create 
new pressures. Children are often taught that sex and the human body 
are embarrassing, dirty, or sinful. This teaching may be reflected in 
the adolescent's guilt feelings about sex. Also, children are sometimes 
taught that a meaningful disagreement with the parent is impossible. 
This teaching may be reflected in adolescent anxieties over identity. 
"Anxiety that is easily conditioned during childhood seems to grow 
stronger as the child grows older and is extremely difficult to 
1Ibid., p. 584. 
2Ibid. 
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extinguish," says Coleman.1 
In his study of the behavior disorders of children, Jenkins found 
that "overanxious, neurotic children appear more frequently . . .with 
mothers who are also neurotic. A tense and anxious mother can transmit 
her anxiety to even a very young infant. If interactions with such a 
faulty parental model continue, the child may evidence anxiety reactions 
2 
similar to those of the parent." 
3 
According to Silverman, psychologists believe that parents often 
condition their children to develop anxieties in the following ways: 
(1) by punishing them when they try to satisfy their needs (particularly 
their sexual needs); (2) by frightening them with fearful stories and 
harsh statements designed to discourage undesirable behaviors; (3) by 
setting goals far too high for them to achieve; or (4) by repeatedly 
showing displeasure at their overall behavior. If parents' behavior is 
not understood by their children, they begin to feel that their needs 
are wrong or immoral and that they are a failure in the eyes of their 
parents. "Parents who are too strict with their children and who do not 
allow room for occasional failures are actually encouraging their 
4 
children's anxieties and apprehensions." 
Anxiety reactions take many forms. Some children may survive the 
1J. C. Coleman, op. cit., pp. 547-548. 
2 
R. L. Jenkins, "Psychiatric Syndromes in Children and Their 
Relation to Family Background," American Journal of Orthopsychiatry 36 
(1966): 455. 
3 
R. Silverman, op. cit., p. 547. 
4Ibid. 
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stress and tension of anxiety symptoms, while others generate conflicts 
so severe that their behavior becomes totally maladaptive. Still others 
may resolve their conflicts during childhood only to find the same fears 
and continuous tensions recurring later on in life. Thus, states 
Jenkins, neurotic adults appear, with a history of feeling inadequate 
and insecure after having evaluated themselves in terms of exacting 
standards and high levels.1 2 
In many cases, neurotic anxiety results from the failure to acquire 
needed competencies, often because of parental overprotection, 
rejection, or neglect. In competing for education, mates, or jobs, as 
well as in assuming the responsibilities and meeting the demands of 
adulthood, the individual is likely to feel basically inadequate and 
2 
insecure in a competitive world for which he or she is poorly prepared. 
Phobias. Phobias or phobic reactions are persistent fears of 
objects or situations that present no actual danger to an individual. 
Invariably, the danger is magnified out of all proportion to its actual 
seriousness.3 
4 
According to Price and Lynn, it is important to distinguish 
between anxiety that appears to be attached to no specific object and 
phobic fear that always is associated with some particular object or 
1 R. L. Jenkins, "The Varieties of Children's Behavioral Problems 
and Family Dynamics," American Journal of Psychiatry 124 (10) (1968): 
1440-1445. 
2 
J. C. Coleman, op. cit., p. 223. 
3Ibid. 
^R. Price and S. Lynn, op. cit., p. 136. 
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situation. Anxiety may be diffuse, but a phobic fear is highly focused 
and can seldom be explained or reasoned away. Furthermore, the fear is 
largely beyond voluntary control and typically leads the phobic person 
to avoid the feared situation. 
Phobias may be the result of repressed conflicts. The individual 
affected by such a phobia will avoid places or situations that may bring 
the conflict out into the open. The exact nature of the phobic reaction 
may be symbolic, and so the individual's repressed impulses are diffi¬ 
cult to identify. 
According to the American Psychiatric Association's Diagnostic 
Manual of Mental Disorders (third edition) commonly known as the DSM- 
III,1 information regarding phobias is listed as follows: 
- Depression and anxiety are common. Frequently there is phobic 
avoidance of situations that involve the content of the 
obsessions, such as dirt or contamination. 
- Although the disorder usually begins in adolescence or early 
adulthood, it may begin in childhood. 
- The course is usually chronic, with waxing and waning of symptoms. 
- Impairment is generally moderate to severe. In some cases 
compulsions may become the major life activity. 
- Complications include major depression and the abuse of alcohol 
and antianxiety medications. 
- No information regarding predisposing factors. 
- The disorder is apparently rare in the general public. 
- This disorder is equally common in males and females. 
- Some activities, such as eating, sexual behavior, gambling, or 
drinking, when engaged in excessively may be referred to as 
"compulsive." However, these activities are not true compulsions, 
because the individual derives pleasure from the particular 
activity and may wish to resist it only because of its secondary 
deleterious consequences. 
Some of the common phobias are: (1) claustrophobia - fear of closed 
places or being shut in; (2) acrophobia 
1DSM-III, op. cit., pp. 234-235. 
fear of high places; 
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(3) ocholophobia - fear of crowds; (4) agoraphobia - fear of open 
places; (5) nyctophobia - fear of the dark; (6) pyrophobia - fear of 
fires; (7) pathophobia - fear of disease; and (8) zoophobia - fear of 
animals or a particular animal. 
Some of these phobias involve an exaggerated fear of things that 
most of us fear to some extent, such as darkness, fires, disease, and 
snakes. Others, such as phobias of open places or crowds, involve 
situations that do not elicit fear in most people. 
Although a few systematic studies are available, phobias appear to 
be somewhat common. Price and Lynn1 state that one of the distinctive 
features of phobias is that the avoidance of the feared object may lead 
to a severe constriction or narrowing of life's activities. In the case 
of agoraphobia, the number of feared objects may increase so rapidly, 
that there are soon few places where the sufferer feels safe. 
By examining developmental research on fears in children, 
researchers may obtain more information about the characteristics and 
possible determinants of phobic neuroses to add to the available limited 
2 
data. Marks reports that the common fears of children change as they 
grow older. For example, two- to four-year-old children fear animals, 
but between the ages of four and six, these fears are replaced by fears 
of the dark and of imaginary creatures. After six, few children develop 
new animal phobias, and by the time children are nine or ten years of 
age, they exhibit few fears of animals. Fears at this age may be 
1R. Price and S. Lynn, op. cit. 
2 
I. M. Marks, "Phobias and Obsessions." In J. Maser and M. Seligman 
(Eds.), Experimental Psychopathology (New York: Wiley, 1977), p. 180. 
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specific fears, such as fears of thunder and lightning. 
According to Price and Lynn,1 a common childhood phobia is school 
phobia. It is generally used to describe a child's refusal to attend 
school and implies that the child is irrationally frightened by some¬ 
thing in the school environment. A distinction should be made, however, 
between children who are truant and those who are genuinely frightened 
. 2 
of the school environment. Hersov has found striking differences from 
truants and school phobic children. School phobic children were charac¬ 
terized by parental overprotection, expressions of abdominal pain and 
nausea, numerous sleeping problems, and other indications of anxiety. 
One of the best known hypotheses regarding the determinants of 
school phobia has to do with the idea of separation anxiety. 
3 
Eisenberg states that the underlying assumption is that it is not 
school itself that is feared, but fear of being separated from the 
mother that produces school phobia. Yates4 has suggested that a 
combination of factors, including the child's fear of separation from 
the mother, the mother's or other caretaker's expressions of concern and 
reaction to the child's fears, and the child's ability to obtain school 
rewards in school from academic achievement and friendships independent 
1R. Price and S. Lynn, op. cit., p. 138. 
2 
L. A. Hersov, "Persistent Non-Attendence at School," Journal of 
Child Psychology and Psychiatry 1 (1960): 130-136. 
3 
L. Eisenberg, "School Phobia: A Study in the Communication of 
Anxieties," American Journal of Psychiatry 114 (1958): 712-718. 
4A. J. Yates, Behavior Therapy (New York: Wiley and Son, 1970). 
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from the mother all may be important in the development of school 
phobias. 
According to the DSM-III,1 2 phobic disorders are subdivided into 
three types: (1) agoraphobia, previously mentioned and the most severe 
and pervasive form; (2) social phobia; and (3) simple phobia. Both 
social and simple phobias generally involve a circumscribed stimulus, 
but simple phobia tends to have an earlier onset and better prognosis. 
When more than one type is present, multiple diagnoses should be made. 
Although simple phobia is the most common type of phobic disorder in the 
general population, agoraphobia is the most common among those seeking 
treatment. 
The essential feature in agoraphobia is a marked fear of being 
alone, or being in public places from which escape might be difficult or 
help not available when needed. Normal activities are restricted and 
avoidance behavior dominates the individual's life. The most common 
sitations involve avoidance of being in crowds, in tunnels, on bridges, 
in elevators, or on public transportation. Often these individuals 
insist that a family member or friend accompany them whenever they leave 
home. 
2 
Information regarding agoraphobia is listed in the DSM-III as 
follows : 
- Associated features are depression, anxiety, rituals, and minor 
"checking" compulsions. 
- Most frequently the onset is in the late teens or early 20s, but 
it can be much later. 
1 DSM-III, op. cit., pp. 226-227. 
2DSM-III, op. cit., p. 227. 
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- The severity of the disturbance waxes and wanes, and periods of 
complete remission are possible. The activities or situations 
that the individual dreads may change from day to day. 
- During exacerbations of the illness, the individual may be house¬ 
bound. The avoidance of certain situations, such as being in 
elevators, may grossly interfere with social and occupational 
functioning. 
- Some individuals attempt to relieve their anxiety with alcohol, 
barbiturates, or antianxiety medications even to the extent of 
becoming physiologically dependent on them. 
- Separation anxiety disorder in childhood and sudden object loss 
apparently predispose to the development of agoraphobia. 
- A study of the general population in a small city found that 
approximately 0.5% of the population had had agoraphobia at some 
time. 
- The disorder is more frequently diagnosed in women. 
In the case of social phobia, the essential feature is a persis¬ 
tent, irrational fear of, and compelling desire to avoid situations in 
which the individual may be exposed to scrutiny by others. The DSM-lli1 
further explains that there is also fear that the individual may behave 
in a manner that will be humiliating or embarrassing. Marked anticipa¬ 
tory anxiety occurs if the individual is confronted with the necessity 
of entering into such a situation, and he or she, therefore, attempts to 
avoid it. The disturbance is a significant source of distress and is 
recognized by the individual as excessive or unreasonable. It is not 
due to any other mental disorder. Examples of social phobias are fears 
of speaking or performing in public, using public lavatories, eating in 
public, and writing in the presence of others. Generally, an individual 
has only one social phobia. 
Usually the individual is aware that the fear is that others will 
detect signs of anxiety in the phobic situation. 
11bid. 
For example, the 
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individual with a fear of writing in the presence of others is concerned 
that others may detect a hand tremor. A vicious cycle may be created in 
which the irrational fear generates anxiety that impairs performance, 
thus providing an apparent justification for avoiding the phobic 
situation. Additional information regarding social phobia is listed in 
the DSM-III1 2 as follows: 
- The disorder is usually chronic, and may undergo exacerbation when 
the anxiety impairs performance of the feared activity; this, 
then, leads to increased anxiety, which strengthens the phobic 
avoidance. 
- The disorder often begins in late childhood or early adolescence. 
- Unless the disorder is severe, it is rarely incapacitating. 
However, considerable inconvenience may result from the need to 
avoid the phobic situation, e.g., avoiding a trip if it would 
necessitate the use of a public lavatory. Fear of public speaking 
may interfere with professional advancement. 
- Individuals with this disorder are prone to the episodic abuse of 
alcohol, barbiturates, and antianxiety medications. 
- The disorder is apparently relatively rare. 
- There is no information regarding sex, ratio, and familial 
patterns. 
p 
The essential feature of simple phobia, according to the DSM-III, 
is a persistent, irrational fear of, and compelling desire to avoid an 
object or a situation other than being alone or in public places away 
from home, or of humiliation or embarrassment in certain social 
situations. 
The disturbance is a significant source of distress, and the 
individual recognizes that his or her fear is excessive or unreasonable. 
The disturbance is not due to another 




Simple phobias are sometimes referred to as "specific" phobias. 
The most common simple phobia in the general population . . . involves 
animals, particularly dogs, snakes, insects, and mice. Other simple 
phobias are claustrophobia and acrophobia. Details regarding simple 
phobias are listed in the DSM-III1 as follows: 
- When suddenly exposed to the phobic stimulus, the individual 
becomes overwhelmingly fearful and may experience symptoms 
identical with those of a panic attack. Because of anticipatory 
anxiety, the individual will often try to gain considerable 
information before entering situations in which the phobic 
stimulus may be encountered. 
- Age at onset varies, but animal phobias nearly always begin in 
childhood. 
- Most simple phobias that start in childhood disappear without 
treatment. However, those that persist into adulthood rarely 
remit without treatment. 
- Impairment may be minimal if the phobic object is rare and easily 
avoided, such as fear of snakes in someone living in the city. 
Impairment may be considerable if the phobic object is common and 
cannot be avoided, such as a fear of elevators in someone living 
in a large city who must use elevators at work. 
- Simple phobias may be common; but since they rarely result in 
marked impairment, individuals with simple phobia rarely seek 
treatment. 
- The disorder is more often diagnosed in women. 
2 
Eiduson states that among neurotics seeking professional help, the 
phobias consistute 8 to 12 percent of all neurotic disorders. They 
occur more commonly among young adults and are much more common among 
women than men. Possibly, the higher incidence among women relates to 
the fact that in our society strong fears are more acceptable as part of 
the female role than of the male role. 
Many persons seem to have minor irrational fears, but in phobic 
reactions, such fears are so intense that they interfere with everyday 
11bid., p. 229. 
2 
B. T. Eiduson, op» cit. 
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activities. For example, claustrophobies may go to any length in order 
to avoid entering a small room or a phone booth when necessary. They 
usually admit that they have no real cause to be afraid of the situa¬ 
tion, but say they cannot help themselves. If they attempt to approach 
rather than avoid the phobic situation, they are overcome with anxiety, 
ranging from mild feelings of uneasiness and distress to a full-fledged 
anxiety attack. 
Coleman1 2 says that persons with phobic disorders usually show other 
symptoms in addition to their phobias, such as headaches, back pains, 
stomach upsets, dizzy spells, and a fear of "cracking up." For example, 
the "reluctance of agoraphobics to venture from the security of their 
homes is often attributed to a fear of 'blacking out' - either in the 
street or some other dangerous open space - as a consequence of the 
* 2 
intensification of their neurotic anxiety, according to Snaith. At 
times of more acute panic, the individual may complain of feelings of 
3 
unreality, of strangeness, and of "not being himself," says Coleman. 
Terhune^ has pointed out that the particular phobias which individ¬ 
uals develop and the extremes to which such phobias may go are often 
influenced by the current culture. Kerry describes this in his study of 
four patients who had a phobia of outer space. "They were preoccupied 
1J. C. Coleman, op. cit., p. 228. 
2 
R. P. Snaith, "A Clinical Investigation of Phobias," British 
Journal of Psychiatry 114 (1968): 673-697. 
^J. C. Coleman, op. cit. 
Sf. B. Terhune, "The Phobic Syndrome - Its Nature and Treatment," 
Journal of the Arkansas Medical Society 58 (1961): 230-236. 
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with fears of the earth deviating from its course and being destroyed in 
a collision . . . "1 
Traditionally, phobias have been thought of as attempts to cope 
with internal or external dangers by carefully avoiding situations 
likely to bring about whatever is feared. Thus, phobias have been seen 
as simple defense reactions in which the individuals feel they must give 
in to their fears in order to protect themselves. 
Three major points of view have developed to account for the 
pattern of specific, irrational fear and avoidance that is seen in 
phobic reactions. They are: (1) the dynamic explanations; (2) the 
learning explanation; and (3) the idea of biological preparedness. 
The most concise dynamic viewpoint is offered by Cameron, who 
argues that the dynamic organization of all phobias involves four basic 
steps. First, the threatening impulse, usually of an aggressive or 
sexual nature, is experienced by the person. The second step in the 
development of a phobia is that the person is not capable of preventing 
these impulses from becoming conscious. Third, these intrusions become 
crystalized in the form of fearful fantasies. In the fourth stage, 
these fantasies are attached to an external object which, then, symbo- 
3 
lizes the internal danger. Freud's case of Little Hans illustrates 
these four steps. It is presumed that Little Hans had an unacceptable 
1R. J. Kerry, "Phobia of Outer Space," Journal of Mental Science 
106 (1960): 1386. 
2 
N. Cameron, Personality Development and Psychopathology: A Dynamic 
Approach (Boston: Houghton Mifflin, 1963), p. 383. 
3 
S. Freud, "Analysis of a Phobia in a Five-Year-Old Boy," 
Standard Edition 9 (1959); (First German Edition, 1908). 
in 
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sexual desire for his mother and hate for his father. His conflict with 
his father and sexual desire for his mother, although forbidden, 
continued to intrude into his awareness. Hans feared being harmed by 
his father, thus the intrusion in the form of fearful fantasies. When 
an accident involving a horse-drawn carriage in which he and his mother 
were riding led him to be terrified of being bitten by horses, displace¬ 
ment of the feared object gave him something tangible that he could 
avoid. Thus, according to the psychoanalytic view, forbidden impulses 
and the fear associated with them become transformed and externalized. 
The result is an irrational fear of an external object or situation. 
Cameron1 also notes that there is frequently a symbolic relationship 
between the feared object and the actual fear. Thus, claustrophobia, or 
the fear of closed places, actually symbolizes the fear of being left 
alone with one's own dangerous impulses and fantasies. And the fear of 
open places is actually the fear of helpless exposure and abandonment, 
which suggests that phobias speak in a symbolic language about under¬ 
lying fears and impulses. 
From the learning perspective, proponents argue that classical 
conditioning mechanisms can more easily account for the development of 
2 
phobic behavior. Wolpe and Rachman contend that phobias are 
conditioned anxiety (fear) reactions. Any neutral stimulus, simple or 
complex, that happens to make an impact on an individual at about the 
1N. Cameron, op. cit. 
9 
J. Wolpe and S. Rachman, "Psychoanalytic 'Evidence': A Critique 
Based on Freud's Case of Little Hans," Journal of Nervous and Mental 
Diseases 130 (1960): 143-144. 
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same time that a fear action is evoked, acquires the ability to evoke 
fear henceforth. 
In the famous case of Little Albert, reported by Watson and 
Raynor,1 2 3 it is argued that phobias can be developed by traumatic 
classical conditioning in which some previously neutral object becomes 
associated with an intense fear reaction. Here again, the previously 
neutral object acquired the ability to illicit fear in the person by 
2 
itself. However, Marks notes that clearly traumatic events (a 
definable, unconditioned stimulus) can rarely be pinpointed at the 
beginning of human phobias. Furthermore, he argues that it is 
unnecessary to make the untestable assumption that phobias are 
conditioned responses. Instead, he suggests that we identify evoking 
stimuli (ES) that trigger the phobia and label the phobia itself the 
3 
evoked response ( ER). 
"Phobias do not develop in a random fashion . . . There is a very 
limited range of objects to which phobias typically occur. Phobias are 
fears that have survival value . . . and go hand-in-hand with the 
evolutionary process and survival tactics of the organism," contends 
Marks.4 
1J. B. Watson and R. Raynor, "Conditioned Emotional Reactions," 
Journal of Experimental Psychology 3 (1920): 1-14. 
2 




Obesssive-Compulsive Disorders. According to the DSM-III,1 the 
essential features of obsessive-compulsive disorders are recurrent 
obsessions or compulsions. Obesssions pertain to recurrent, persistent 
ideas, thoughts, images, or impulses that are ego-dystonic - that is, 
they are not experienced as voluntarily produced, but rather as thoughts 
that invade consciousness and are experienced as senseless or repugnant. 
Attempts are made to ignore or suppress them. Compulsions are 
repetitive and seemingly purposeful behaviors that are performed 
according to certain rules or in a stereotyped fashion. The behavior is 
not an end in itself, but is designed to produce or to prevent some 
future event or situation. However, the activity is not connected in a 
realistic way with what it is designed to produce or prevent, or with 
what may be clearly excessive. The act is performed with a sense of 
subjective compulsion, coupled with a desire to resist the compulsion. 
The individual generally recognizes the senselessness of the behavior 
(this may not be true for young children) and does not derive pleasure 
from carrying out the activity, although it provides a release of 
tension. Usually, obsessive thoughts and compulsive behavior occur 
together, but there are instances when one has occurred without the 
other. "Either the obsessive thoughts or the compulsive actions may 
predominate in a given case, but both are parts of a total reaction 
pattern, and their dynamics are essentially the same," 
^DSM-III, op. cit., p. 234. 
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Nemiah has pointed out that there is a wide range of obsessive- 
compulsive behaviors, stating that "the phenomena may be manifested 
physically or behaviorally; they may be experienced as ideas or as 
impulses; they may refer to events anticipated in the future or actions 
already completed; they may express desires and wishes or protective 
measures against such desires; they may be simple, uncomplicated acts 
and ideas or elaborate, ritualized patterns of thinking and 
behavior . . . "1 
o 
According to the DSM-III, the most common obsessions are 
repetitive thoughts of violence (e.g., killing one's child), 
contamination (e.g., becoming infected by shaking hands), and doubt 
(e.g., repeatedly wondering whether one has performed some action, such 
as having hurt someone in a traffic accident). The most common 
compulsions involve hand-washing, counting, checking, and touching. 
The obsessive-compulsive may defend himself from anxiety by per¬ 
sistently thinking of or doing something else each time threatening 
thoughts or impulses make their appearance. In essence, "safe" 
obsessive thoughts are substituted for more unpleasant or dangerous 
ones.2 
Most persons have probably experienced a mild obsession at some 
time or another. For example, the woman who constantly looks at her 
J. C. Nemiah, "Obsessive-Compulsive Reaction." In A. M. Freedman 
and H. I. Kaplan (Eds.), Comprehensive Textbook of Psychiatry 
(Baltimore; Williams and Wilkins, 1967), p. 916. 
2DSM-III, op. cit. 
3J. C. Coleman, op. cit., p. 233. 
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watch may be obsessed with time, and individuals who feel a strong 
desire to hum when they are alone are resigning themselves to a 
compulsive urge. Most of the time individuals agree that their behavior 
is silly, but they continue to do it anyway. 
There appear to be several clinical phenomena that are easily 
confused with obsessive-compulsive disorders. For example, a 
distinction should be made between the repetitive acts found in 
obsessive-compulsive disorders and the stereotyped, repeated activities 
that are often associated with severe brain pathology. Secondly, Carr1 
notes that there appears to be a sharp difference between the so-called 
compulsive personality, who is characterized by traits of thoroughness, 
consistency, and neatness, and the sufferer of obsessive-compulsive 
2 
disorders. Sandler and Hazan have conducted a factor analytic study 
that suggests that there is a cluster of personality traits involving 
punctuality, thoroughness, and consistency. But these traits are not 
necessarily related to the occurrence of obsessive-compulsive 
symptoms. Thus, it appears that orderly, punctual behavior is not 
necessarily a mild form of obsessive-compulsive disorder. 
Finally, the dual term, obsessive-compulsive, may be a bit mis- 
3 
leading. Carr contends that the term, obsessive-compulsive, has been 
traditionally used to identify cases in which both recurrent thoughts 
1 A. T. Carr, "Compulsive Neurosis: A Review of the Literature," 
Psychological Bulletin 81 (1974): 311-318. 
2 
J. Sandler and A. Hazari, "The 'Obsessional': On the Psychological 
Classification of Obsessional Character Traits and Symptoms," British 
Journal of Medical Psychology 33 (1960): 113-122. 
^A. T. Carr, op. cit. 
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and repeated actions occur. But he argues that in all cases the person 
is disturbed by a feeling of loss of control over his or her own 
behavior. Furthermore, he states that there is no reason to suspect 
that there are different determinants of obsessions and compulsions and 
that the separate terms are, therefore, misleading. Instead, he 
suggests use of the single generic term, compulsion, and specifying 
whether the compulsion is primarily cognitive - as in recurrent thought, 
or motor - as in repetitive acts. 
The dynamic interpretation of obsessive-compulsive disorders 
suggests that the symptomatic behavior is actually an attempt to control 
dangerous or unwanted impulses. This viewpoint sees symptoms as 
attempts to reduce anxiety associated with id-ego conflicts. 
Learning theorists Dollard and Miller1 regard compulsive behavior 
as behavior reinforced by anxiety reduction. That is, any behavior that 
has reduced anxiety in the past is reinforced by the anxiety reduction 
and is, therefore, more likely to occur again. In addition, Dollard and 
2 
Miller suggested that the actual content of compulsive acts, such as 
handwashing, checking switches, or turning gas caps, tend to be exagger¬ 
ations of previously employed anxiety-reducing behavior. For example, 
handwashing in childhood is frequently associated with escape from 
parental criticism. Therefore, it is the basis upon which an adult 
handwashing compulsion might develop. 
1J. Dollard and N. E. Miller, Personality and Psycholotherapy 
(New York: McGraw-Hill, 1950). 
2Ibid. 
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In attempting to fully understand how learning theorists might 
account for the development of compulsive behavior, the famous experi¬ 
ment by Skinner should be noted. Skinner placed hungry pigeons in an 
experimental cage in which food was automatically presented at regular 
five-second intervals. He observed the birds' behavior closely and 
discovered that in six out of eight cases, the birds developed clearly 
defined "ritualistic" or "superstitious" behavior. One bird turned 
counterclockwise, making two or three turns before receiving the food 
reinforcement. Another repeatedly thrust its head in one of the upper 
corners of the cage. These ritualistic responses seemed to develop 
because the bird happened to be executing a particular response as the 
food reward appeared. The response tended to be repeated and subse¬ 
quently to be reinforced again. Price and Lynn1 note that Skinner's 
procedure points out that the compulsive behavior was not reinforced by 
anxiety reduction but, instead, by the administration of positive rein¬ 
forcement. Thus, Skinner's explanation differs from that of Dollard and 
Miller's, although both explanations encompass the idea of 
reinforcement. 
Cameron argues that obsessive-compulsive symptoms are merely exag¬ 
gerations of normal human behavior. Superstition, magic, and ritual 
enter into our everyday lives in a great many ways, and "unless we 
recognize that the relationships between normal and abnormal in this 
area are more than superficial resemblances, and that both go deep into 
1 
R. Price and S. Lynn, op. cit., p. 147. 
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human nature, we cannot begin to understand obsessive-compulsive 
behavior . . . "1 
Somatoform Disorders 
Somatoform disorders are comprised of physical symptoms for which 
there are no demonstrable organic findings, but where there is some 
reason to suspect psychological conflicts or problems. An important 
feature of somatoform disorders is that the symptoms are not under 
voluntary control. Despite continual complaints or actual loss of 
physiological functioning, upon examination there is no evidence of 
actual or chronic damage, while there is some reason to believe that 
2 
anxiety or conflict is associated with the disorder. 
-i 
Somatization Disorder. According to the DSM-III, this disorder 
begins before the age of 30 and has a chronic but fluctuating course. 
Complaints are often presented in a dramatic, vague, or exaggerated way, 
or as a part of a complicated medical history in which many physical 
diagnoses have been considered. The individuals frequently receive 
medical care from a number of physicians, sometimes simultaneously. 
Complaints invariably involve the following physical symptoms: 
paralysis, blindness, abdominal pain, back pain, painful menstruation, 
1N. Cameron, op. cit., p. 374. 
2 
R. Price and S. Lynn, op. cit., p. 148. 
3DSM-III, op. cit., p. 241. 
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sexual indifference, and dizziness. The DSM-III1 lists additional 
information as follows: 
- Anxiety and depressed mood are extremely common. In fact, many 
individuals with this disorder who seek mental health care do so 
because of the depressive symptoms, which include suicide threats 
and attempts. Antisocial behavior and occupational, 
interpersonal, and marital difficulties are common. 
Hallucinations and personality disorder could also be present. 
- Symptoms usually begin in the teen years. Menstrual difficulties 
may be one of the earliest symptoms in females. There is a 
constant seeking out of doctors, numerous medical evaluations and 
frequently, unnecessary surgery. There is the risk of substance 
use disorders involving various prescribed medicines. Because of 
depressive symptoms, they may experience long periods of 
incapacity and frequent suicidal treats and attempts. Completed 
suicide, when it occurs, is usually associated with substance 
abuse. 
- Approximately 1% of females have this disorder. It is rarely 
diagnosed in males. 
A review of the literature reveals that this disorder is typified 
by a continuous preoccupation with fears and sufferings from some 
physical disease. The individuals are occupied with their own bodily 
health and are constantly observing their own bodily functioning with 
the expectation that a symptom will appear. 
A person suffering from a somatization disorder usually goes from 
physician to physician and, while most persons would be relieved to hear 
from a physician that their concerns about the possiblity of a disease 
are unfounded, the person with somatization disorder remains unconvinced 
and will continue to "shop around" for a physician to confirm his or her 
suspicion or fear. The person may fear that he or she is suffering from 
cancer, liver disease, diabetes, heart disease, or a variety of other 
1Ibid., p. 242. 
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physical disorders. Every heart palpitation or ache or pain is seen as 
an indication that the person is suffering from some disease. Often, 
persons with somatization disorder will know a fair amount about the 
physical symptomatology of a particular disease and may even feel that 
they know more about their disorder than the examining physician. In 
addition to a continuous preoccupation with physical symptoms, the 
person with this disorder also displays a continuing pattern of failing 
in school or work, partly attributed to the alleged disease. Kisker1 
notes that Elizabeth Barrett Browning fell from a horse at the age of 15 
and remained an invalid for the next 20 years, receiving extra care and 
attention in her own room and, by doing so, escaped competition with her 
brothers and sisters. After her marriage at age 40 to Robert Browning, 
her symptoms promptly disappeared. 
2 
Price and Lynn stress that in many cases of somatization dis¬ 
orders, a continued preoccupation with bodily disorders may serve a 
variety of purposes. It may provide sympathetic attention and an 
opportunity to avoid life's challenges and to rationalize feelings of 
inadequacy or failure, and thus, may affect many persons as part of the 
3 
"psychopathology of everyday life." 
Somatization appears to be a form of adaptation to the uncertain¬ 
ties, anxieties, and threats encountered in daily life and, since our 
cultural norms excuse people suffering from physical illness from many 
1G. W. Kisker, The Disorganized Personality (New York: McGraw-Hill, 
• 
2 




of the obligations of everyday life, the disorder may serve an important 
adaptive function for some people. 
This disorder is not the same thing as malingering, which is a 
deliberate attempt to escape some obligation by claiming sickness. 
Instead, the person suffering from somatization disorder is convinced 
that he or she is suffering from a physical disorder. 
Conversion Disorder. A second major type of somatoform disorder is 
the conversion disorder. Formerly referred to as hysterical neurosis, 
conversion disorders actually involve some form of physical impairment 
but with no known organic basis. The clinical picture is very different 
from that of somatization disorders. There is an actual observed dis¬ 
order, such as paralysis, blindness, or deafness, but the person may 
appear relatively indifferent to it.1 2 The disturbance is not under 
voluntary control and, after appropriate investigation, cannot be 
explained by any physical disorder or known pathophysiological 
mechanism. 
Historically, the term, hysteria, is derived from the Greek word 
meaning "uterus." It was thought by Hippocrates and other ancient 
Greeks that this was caused by sexual difficulties, particularly by the 
wandering of a frustrated uterus to various parts of the body because of 
sexual desires and a yearning for children. As a result, the uterus 
might lodge in the throat and cause choking sensations, or in the 
spleen, resulting in temper tantrums. 
11bid., p. 150. 
2 
J. C. Coleman, op. cit., p. 235 
2 
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The link between sexual difficulties to hysteria was later modified 
by Freud. He used the term, conversion hysteria, to indicate that the 
symptoms were an expression of repressed and deviated sexual energy - 
that is, the psychosexual conflict was converted into a bodily distur¬ 
bance.1 2 For example, a sexual conflict over masturbation might be 
alleviated by developing a paralyzed hand. 
2 
The DSM-III notes that the most obvious and "classic" conversion 
symptoms are those that suggest neurological disease, such as paralysis, 
aphonia, seizures, akinesia, dyskenesia, blindness, tunnel vision, and 
anesthesia, to name a few. More rarely, conversion symptoms may involve 
the autonomic and/or endocrine systems. 
According to the DSM-III,3 two mechanisms have been suggested to 
explain what the individual derives from having a conversion symptom. 
In one mechanism, the individual achieves "primary gain" by keeping an 
internal conflict or need out of awareness. In such cases there is 
temporal relationship between an environmental stimulus that is 
apparently related to a psychological conflict or need and the initia¬ 
tion or exacerbation of the symptom. For example, after an argument, 
inner conflict about the expression of rage may be expressed as 
"aphonia" or as a "paralysis" of the arm. In such cases, the symptoms 
have a symbolic value that is a representation and partial solution of 
the underlying psychological conflict. 
11bid. 
2DSM-III, op. cit., p. 244. 
3Ibid. 
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In the other mechanism, the individual achieves "secondary gain" by 
avoiding a particular activity that is noxious to him or her, or by 
getting support from the environment that otherwise might not be forth¬ 
coming. For example, with a "paralyzed" hand, a soldier can avoid 
firing a gun.1 2 
A conversion symptom is likely to involve a single symptom during a 
given episode but may vary in site and nature if there are subsequent 
episodes. 
The following criteria are present in conversion disorder, 
2 
according to the DSM-III: 
- Usually, the symptom develops in a setting of extreme psycho¬ 
logical stress and appears suddenly. Histrionic personality 
traits are common, but not invariably present. "La belle 
difference," an attitude toward the symptom that suggests a 
relative lack of concern out of keeping with the severe nature of 
the impairment, is sometimes present. This feature has little 
diagnostic value, however, since it is also found in some 
seriously ill medical patients who are stoic about their 
situation. 
- The usual age at onset is adolescence or early adulthood, but 
symptoms may appear for the first time during middle age or even 
in the later decades of life. 
- The course of conversion disorder is unknown, but probably is 
usually of short duration, with abrupt onset and resolution. Some 
individuals given an initial diagnosis of conversion symptoms are 
later found to have a neurological disorder. Apparently, in some 
of these instances the earliest symptoms of the neurological 
disorder predisposed to the development of a concomitant 
conversion symptom. In other instances the original diagnosis of 
a conversion symptom was incorrect and represented a missed 
diagnosis of true organic pathology. 
- The effect of the disorder on the individual's life is usually 
marked and frequently prevents normal life activities. Prolonged 
loss of function may produce real and serious complications, such 
as contractures or disuse atrophy from conversion paralysis. 
11bid. 
2Ibid., p. 245. 
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- Antecedent physical disorder, exposure to other individuals with 
real physical symptoms or conversion symptoms, or extreme 
psychological stress are predisposing factors. 
- Although conversion disorder was apparently common several decades 
ago, it is now rarely encountered. Most cases are seen on 
neurology or orthopedic wards and in military settings, especially 
in time of warfare. 
- No definite information is available regarding sex ration; but one 
particular conversion symptom, globus hystericus, the feeling of a 
lump in the throat that interferes with swallowing, is apparently 
more common in women. 
Coleman1 explains that in the development of conversion patterns, 
there is usually the following chain of events: (1) a desire to escape 
from some unpleasant situation; (2) a fleeting wish (usually supressed 
as unworthy) to be sick in order to avoid the situation; and (3) under 
additional or continued stress, the appearance of the symptoms of some 
physical ailment. The individual sees no relationship between his 
symptoms and the stress situation. The particular symptoms that occur 
are usually those of a previous illness or are copied from other sources 
- such as illness symptoms observed among relatives or on television or 
read about in magazines. However, they may also be superimposed on an 
existing organic ailment, be associated with anticipated secondary 
gains, or be symbolically related to the conflict situation. 
It would appear that the individual who adopts such a "sick" role 
is typically one who experiences serious difficulties in meeting the 
problems of living and playing his social role. 
1 
J. C. Coleman, op. cit., p. 239. 
In a study of female 
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hysterics, Jordan and Kempler1 have pointed specifically to anxieties 
over adequacy and sex-role competency as significant factors in the 
behavior of these individuals. Feeling inadequate to cope directly and 
independently with the problems of life, the hysteric seeks help and 
. 2 
sympathy. In relation to other neurotic types, O'Neill and Kempler 
state that the conversion hysteric tends to be extremely suggestible, 
dramatic, and excitable, yet shallow in emotional responsiveness and 
capable of ignoring, denying, and repressing what he or she does not 
want to perceive. 
Conversion reactions may also represent defenses against dangerous 
. 3 
desires and impulses. Abse has cited a case of a middle-aged male 
patient who suffered total paralysis of his legs after his wife left him 
for another man. During the course of treatment, it became apparent 
that he had a strong wish to pursue his wife and kill her and her lover. 
Although the wish had been represssed, it was quite intense, and the 
paralysis seemingly curbed the possibility of his carrying out his 
vengeful wish. 
1B. Jordan and B. Kempler, "Hysterical Personality: An Experimental 
Investigation of Sex-Role Conflict," Journal of Abnormal Psychology 75 
(1970): 172-176. 
o 
M. O'Neill and B. Kempler, "Approach and Avoidance Responses of 
the Hysterical Personality to Sexual Stimuli," Journal of Abnormal 
Psychology 74 (1969): 300-305. 
3 
D. W. Abse, "Hysteria," In S. Arieti (Ed.), American Handbook of 
Psychiatry Vol. 1 (New York: Basic Books, 1959), pp. 272-292. 
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Woolsey1 has suggested that persons suffering from hysterical 
disorders tend to show four major psychological characteristics. First, 
they tend to be extremely suggestable. In many cases, hysterical 
symptoms can be made to disappear if the person treating the sufferer is 
able to provide a convincing treatment. This placebo effect may be 
accomplished by religious faith healing, hypnosis, or administration of 
a placebo. A second, and very important, point is that the conversion 
symptoms do not correspond to the pattern of loss one would expect if 
2 
there were actual organic damage. Third, Woolsey notes that often 
people suffering from the disorder display what Charcot first termed, La 
belle indifference. That is, they seem totally unworried and 
indifferent to their physical symptoms. This sometimes occurs in people 
suffering chronic severe disease, however, and is not always a reliable 
indicator of conversion disorders. 
Finally, as discussed previously, many people suffering from con¬ 
version disorders appear to be obtaining secondary gains in the form of 
sympathy or attention from their symptoms. 
Conversion disorders are typically expressed either through the 
sensory system or the motor system. The three typical forms of sensory 
conversion disorders are: (1) complete loss or partial loss of vision; 
(2) hearing; or (3) sensation in the skin. It is much less common to 
observe sensory symptoms involving smell or taste. In visual con¬ 
version, persons appear to be unable to see certain objects, 
1R. M. Woolsey, "Hysteria: 1875 to 1975," Diseases of the Nervous 
System 37 (1976): 379-386. 
2Ibid. 
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particularly those of psychological significance. Sometimes only a 
portion of the visual field will be affected, but again, in ways that do 
not correspond with the neurological structure of the visual system. 
Ironside and Batchelor's1 study of hysterical visual symptoms among 
airmen in World War II found blurred vision, photophobia, double vision, 
night blindness and . . . intermittent loss of vision in one eye, with 
symptoms closely related to performance duties. For example, night 
fliers more often developed night blindness, while day fliers developed 
failing day vision. 
Hearing may also be affected by conversion symptoms. People appear 
to listen selectively, in any case. Many conversion reactions appear to 
be exaggertions of this tendency. As Kisker notes, "In conversion 
reaction, the patient may become deaf so he does not hear the unpleasant 
2 
things the world has to say." 
Persons with loss of skin sensation (anesthesia), no longer feel 
pain or any sensation in the affected part of the body. This lack of 
sensation often will be restricted to one part of the body, and are 
typically called glove anesthesias, or stocking anesthesias because they 
occur in parts of the body that make psychological sense rather than 
physiological sense. The patient's idea of nerve supply is what seems 
to produce the area of insensitivity, rather than the actual area of the 
skin affected by sensory nerves. People suffering from this type of 
1R. Ironside and I. R. Batchelor, "The Ocular Manifestations of 
Hysteria in Relation to Flying," British Journal of Opthalmology 29 
(1945): 88-98. 
G. W. Kisker/ op. cit., p. 282. 
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conversion disorder may experience an increased sensitivity of the skin 
and report tingling, pins and needles, or crawling sensations. 
There appears to be a wide range of sensory disorders. For 
example, in "writer's cramp," the person cannot write but may be able to 
use the same muscles in shuffling a deck of cards or playing the piano. 
Tremors (muscular tremblings) and tics (localized muscular twitches) are 
common. Occasionally, there are contractures that involve the flexion 
of fingers and toes, or there is rigidity of the larger joints, such as 
the elbows and knees. Paralyses and contractures frequently lead to 
walking disturbances. A person with a rigid knee joint may be forced to 
throw his leg out in a sort of arc as he walks. Another walking 
disturbance worthy of mention is astasia-abasia, in which the individual 
can usually control leg movements when sitting or lying down, but can 
hardly stand or walk without his legs wobbling about. 
The most common conversion disorder disturbances of speech are 
aphonia, in which the individual is able to talk only in a whisper, and 
mutism, in which the individual cannot speak at all. A person with 
conversion disorder who can talk only in whispers, however, can usually 
cough in a normal manner. In true laryngeal paralysis, both the cough 
and the voice are affected. Aphonia is relatively common in hysterical 
conversion reactions and usually occurs after some emotional shock, 
whereas mutism is relatively rare. 
Occasionally, conversion symptoms may involve convulsions similar 
to those in epilepsy. Unlike the true epileptic, the hysteric rarely 
injures himself, his pupillary reflex to light remains unaffected, and 
he is not out of control. 
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Price and Lynn1 point out that there is always the possibility that 
actual organic damage exists in cases which are misdiagnosed as conver- 
. • 2 sion disorders. Slater and Glithero followed up a number of patients 
who had been earlier diagnosed as suffering from conversion reactions. 
Sixty percent of these patients later developed symptoms of physical 
disease or had died, and a large proportion of these diseases were in 
the central nervous system. 
Conversion hysteria may also be complicated by other maladaptive 
patterns. For example, in a study of a group of women labeled as 
3 
hysterics, Guze, Woodruff, and Clayton reported a high incidence of 
school delinquency, fighting, running away, repeated episodes of rage, 
and other antisocial behavior. These characteristics appeared much less 
frequently in the backgrounds of a control group of women labeled as 
anxiety neurotics. The subjects in the two groups were well matched in 
terms of age, education, race, and economic status. 
Despite the causative factors, the basic dynamic pattern in conver¬ 
sion disorder seems to be the avoidance or reduction of anxiety-arousing 
stress by getting sick, thus converting an intolerable emotional problem 
into a physical one. 
1R. Price and S. Lynn, op. cit., p. 152. 
R. B. Slater and E. A. Glithero, "Follow-up of Patients Diagnosed 
as Suffering from Hysteria," Journal of Psychosomatic Research 9 (1965): 
9-13. 
O 
S. Guze, R. A. Woodruff, and P. J. Clayton, "Hysteria and 
Antisocial Behavior: Further Evidence of an Association," American 
Journal of Psychiatry 127 (7) (1971): 957-960. 
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Hypochondriasis. According to Kenyon,1 hypochondriacal neurosis is 
relatively rare, occuring in about five percent of the neurotic 
population. This pattern appears to be particularly common during later 
adulthood and is found more frequently among women than men. The 
2 
esssential feature, according to the DSM-III, is an unrealistic 
interpretation of physical signs or sensations, leading to the person's 
preoccupation with the fear or belief of having a serious disease. A 
thorough physical evaluation does not reveal any physical disorder that 
can account for the physical signs or sensations for the individual's 
unrealistic interpretation of them, although a coexisting physical 
disorder could be present. The person's fear or belief persists despite 
medical reassurance that no physical disorder exists. 
Hypochondriacs are characterized by their multiplicity of illogical 
symptom pattern complaints about physical illness. They may complain of 
uncomfortable and peculiar sensations anywhere in the body and usually 
have trouble giving a precise description of their symptoms. They are 
often avid readers of magazines on medical subjects and feel certain 
they are suffering from every new disease they read or hear about. 
Despite their exaggerated concern over their health, they do not usually 
show the fear or anxiety that might be expected of those suffering from 
such horrible illnesses. They are usually in good physical condition 
and are sincere in their conviction that their symptoms represent real 
illness. 
1 F. E. Kenyon, "Hypochondriasis: A Survey of Some Historical, 
Clinical, and Social Aspects," International Journal of Psychiatry 2 
(1966): 308-325. 
2DSM-III, op. cit., p. 249. 
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Hypochondriacs often show a morbid preoccupation with digestive and 
excretory functions, giving detailed information concerning diet, con¬ 
stipation, and related matters. 
The DSM-III1 describes hypochondriasis as follows: 
- The medical history is often presented in great detail and at 
great length. A history of "doctor shopping" and deterioration in 
doctor-patient relationships, with frustration and anger on both 
sides. Individuals with this disorder frequently believe that 
they are not getting proper care. Their physical complaints may 
be used to exert control over relationships with family and 
friends. 
- Anxiety and depressed mood and compulsive personality traits are 
common. 
- The age at onset is usually in adolescence, although the disorder 
could begin in the 30s for men and 40s for women. 
- The course is usually chronic, with waxing and waning of symptoms. 
- By definition, there is always some impairment in social or 
occupational functioning. Social relations are often strained 
because the individual is preoccupied with disease. There may be 
no effect on functioning at work if the individual limits the 
preoccupation with physical complaints to nonwork time. On the 
other hand, there may be missed work or interference with work 
efficiency because of the preoccupation. Impairment is severe 
when the individual adopts an invalid life-style and becomes 
bedridden. 
- Complications are secondary to efforts to obtain medical care. 
Because of the multiple physical symptoms without organic basis, 
true organic pathology may be missed. In addition, when the 
individual goes from doctor to doctor, there is a danger of 
repeated diagnostic procedures that carry risks of their own, such 
as exploratory surgery. 
- A past experience with true organic disease in oneself or a family 
member and psychosocial stressors apparently predispose to the 
development of this disorder. 
- This disorder is commonly seen in general medical practice. 
Because individuals with the disorder are often offended at the 
suggestion that their fears or beliefs may be unrealistic, they 
frequently refuse referral for mental health care and are not 
often seen in mental health facilities. 
1Ibid., p. 250. 
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According to Coleman,1 2 a variety of early experiences may pre¬ 
dispose an individual to the later development of hypochondriacal 
reactions. Among the most important of these are exposure to faulty 
parental models and being the object of parental overconcern. The child 
may learn to be oversensitive to,and concerned with, his bodily processes 
from the model presented by a parent who is inclined to be hypo¬ 
chondriacal. In addition, when the parent continually comments and 
worries about the child's every sneeze and cough, the child may learn to 
attach undue significance to these functions. Likewise, actual early 
illness or injury which focuses the attention of the parents onto the 
child's condition may lead to gratifying attention and care. 
The hypochondriac can often control the behavior of those around 
him. For example, if the person does not wish to participate in a 
particular activity, an unexpected intensification of the pain or other 
symptoms may force others to give up their plans and give in to his or 
her wishes. 
Hypochondriacs exacerbate rather than resolve their problems. The 
behaviors are self-defeating in the long run. However, they are usually 
very resistant to treatment, since a hypochondriac must believe in his 
or her symptoms if he or she is to avoid the difficult stresses in 
1J. C. Coleman, op. cit., p. 249. 
2Ibid., p. 250. 
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Psychogenic Pain Disorder. Clinically, the predominant feature is 
the complaint of pain in the absence of adequate physical findings. 
Severe psychosocial stress is a predisposing factor. 
According to the DSM-III,1 2 the pain symptom either is inconsistent 
with the anatomic distribution of the nervous system or, if it mimics a 
known disease entity, cannot be adequately accounted for by organic 
pathology. 
The psychological factors involved in the pain may be evidenced by 
a temporal relationship between an environmental stimulus that is 
apparently related to a psychological conflict or need, and the initia¬ 
tion or exacerbation of the pain, or by the pain's permitting the indi¬ 
vidual to avoid some activity that is noxious to him or her. The 
2 
following criteria is considered, according to the DSM-III: 
- Psychogenic pain disorder may be accompanied by other localized 
sensory or motor function changes, such as paresthesis and muscle 
spasm. There often are frequent visits to physicians to obtain 
relief, despite medical reassurance, excessive use of analgesics 
without relief, requests for surgery, and the assumption of an 
invalid role. The individual usually refuses to consider the role 
of psychological factors in the pain. In some cases, the pain has 
symbolic significance, such as pain mimicking angina in an 
individual whose father died from heart disease. 
- The pain usually appears suddenly and increases in severity over a 
few days or weeks. The symptom may subside with appropriate 
intervention or termination of a precipitating event, or it may 
persist for months or years if reinforced. 
- Impairment varies with the intensity and duration of the pain and 
may range from a slight disturbance of social or occupational 
functioning to total incapacity and need for hospitalization. 
- The most serious complications include dependence on minor 
tranquilizers and narcotic analgesics and repeated, unsucessful 
surgical interventions. 
1DSM-III, op. cit., p. 247. 
2Ibid., pp. 247-248. 
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- The disorder can occur at any stage of life, from childhood to old 
age, but it seems to begin most frequently in adolescence or early 
adulthood. 
- It is more frequently diagnosed in women. 
- Relatives of individuals with this disorder have had more painful 
injuries and illnesses than occur in the general population. 
Summary 
In the preceeding review of the literature, the physiological and 
psychological mechanisms in relation to obesity have been examined. The 
literature asserts that obesity is a common problem which may have 
reached epidemic proportions in America and is associated with bio¬ 
chemical factors that both control and maintain obesity. The literature 
regarding the psychological aspects in cases of obesity, particularly 
morbid obesity, is scant. However, in the literature that is available, 
behavioral aspects of obese persons seem to pattern themselves around 
self-punishment, depression, guilt, rejection, fear of change, and low 
self-esteem. It appears that these patterns closely ally themselves 
with neuroticism. 
Therefore, no matter which theoretical viewpoint is embraced 
regarding the onset and maintenance of obesity, it is believed that 
within the parameters of this problem lies the basis for a scientific 
investigation into the relationship between obesity, particularly morbid 




Information pertaining to this study included the research design, 
participants, selection procedure, instruments, procedures for 
implementing the study, analysis of data, and statistical treatment of 
the data. 
Research Design 
Descriptive research methodology was used in carrying out this 
study. Descriptive research techniques allowed the researcher to obtain 
information concerning the current status of phenomena sought and was 
directed toward determining the nature of the situation as it existed at 
the time of the study. It aimed to describe what existed with respect to 
variables or conditions in the situation. 
According to Ary et al.,1 the process of descriptive research is 
cited and capsulized as follows: (1) statement of the problem; (2) 
identification of information needed to solve the problem; (3) selection 
or development of instruments for gathering data; (4) identification of 
the target population and determination of any necessary sampling 
procedure; (5) design of the procedure for data collection; (6) 
collection of data; (7) preparation of the report. 
1 Donald Ary et al., Introduction to Research in Education (New 




The participants in this study consisted of thirty (30) morbidly 
obese adult working females, ages 25 to 39, thirty (30) morbidly obese 
adult working females, ages 40 to 59, thirty (30) normal weight-range 
adult working females, ages 25 to 39, and thirty (30) normal weight- 
range adult working females, ages 40 to 59. All participants were at 
least 25 years of age and had an interest in body image and health 
maintenance. 
In the morbidly obese female group, ages 25 to 39, 60% of the 
participants were married, 27% were divorced, and 13% were single (never 
married). Ninety-seven percent of the population were Caucasian and 3% 
were Black. The occupational range was wide-spread, with 33% of the 
participants in the secretarial/clerical field, 17% each in teaching and 
in sales, and 13% in managerial positions. Seven percent were in 
nursing and related health fields and 7% filled unskilled occupations, 
while the remaining participants included artist/writer - 3%, and 
"other" - 3%. The group's average age was 32. 
Information regarding the normal weight-range females, ages 25 to 
39, indicated that 50% of the participants were single (never married), 
27% were married, 20% were divorced, and the remaining 3% were 
separated. Ninety percent of the females in this group were Caucasian, 
7% were "other," and 3% were Hispanic. Executive/professional occupa¬ 
tions claimed 30% of this population, with 17% encompassing sales. There 
were 10% each in administrative positions, teaching positions, 
nurse/technician positions, and artist/writer positions. The remaining 
13% consisted of "other" - 7%, secretary/clerical - 3%, and managerial - 
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3%. The average age of this group was 31 . 
In the morbidly obese female group, ages 40 to 59, 67% of the 
population were married, 17% were divorced, 13% were single (never 
married), and 3% were separated. Caucasian females constituted 90% of 
the population and Black females constituted 10% of the population. The 
occupational range was well-diversified, with 33% of the females in 
secretary/clerical positions, 27% in unskilled trades, 13% in the 
nurse/technician field, 10% in sales, 7% in managerial positions, and 3% 
each in teaching, administrative/consultant, and "other." This group's 
average age was 48. 
Personal data regarding the normal weight-range females, ages 40 to 
59, indicated that 60% of the participants were married, 20% were 
divorced, 10% were single (never married), 7% were separated, and 3% 
were widowed. Caucasians totaled 90% of the population, Blacks - 7%, 
and Hispanics - 3%. The range of occupations included sales - 27%, 
managerial - 20%, and executive/professional - 13%. There were 10% each 
in secretary/clerical, administrative/consultant, and "other." 
Teaching, nurse/technician, and artist/writer claimed 3% each. The 
average age for this group was 48. 
For more detailed information regarding the participants, see 
Appendix D. 
Selection Procedure 
An overview of the study was presented at The Sporting Club, a 
health and fitness center, located in Metropolitan Atlanta. Permission 
was granted to conduct the necessary portion of the study at this 
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facility. The remainder of the study was carried out during support 
group sessions for morbidly obese persons at Northside Hospital in 
Atlanta, Georgia. 
Four alphabetically numbered lists were obtained from these 
facilities. The first list was comprised of morbidly obese adult 
working females, ages 25 to 39, the second list consisted of morbidly 
obese adult working females, ages 40 to 59, the third list included 
normal weight-range adult working females, ages 25 to 39, and the fourth 
list was comprised of normal weight-range adult working females, ages 40 
to 59. In order to draw a random sample from the target population, 
random selection procedures were used to select 120 participants: 
thirty (30) from the group of morbidly obese adult working females, ages 
25 to 39; thirty (30) from the group of morbidly obese adult working 
females, ages 40 to 59; thirty (30) from the group of normal weight- 
range adult working females, ages 25 to 39; and thirty (30) from the 
group of normal weight-range adult working females, ages 40 to 59. The 
random assignment was initiated in the following manner: 
(1) An odd/even assignment procedure was initiated until thirty- 
five (35) participants for each group were selected. The 
first thirty (30) participants in each group were the assigned 
population, with the five (5) remaining participants of each 
group serving as alternates to the study. 
The participants were issued letters of informed consent which 
described the research to be done. (see Appendix B). The 
participants were then notified of the dates, times, and 




The instruments used in this study were The Personality Inventory,1 
2 
the Self-Rating Depression Scale and the Barksdale Self-Esteem 
3 
Evaluation No. 35. (see Appendix C). 
The Personality Inventory 
A distinct advantage of this instrument is the fact that the nature 
of the traits being measured is not readily detectable and that the 
scale possesses high reliability, which permits its being used to 
4 
compare one individual with another. 
Scale Construction. To determine item weights for the instrument's 
first four scales (neurotic tendency, self-sufficiency, introversion- 
extroversion, and dominance-submission), four tests were used to isolate 
high and low scoring subjects: (a) the Thurstone Neurotic Inventory (N), 
the Bernreuter Self-Sufficiency Test (SS ), the Laird C2 Introversion 
5 
Test (C2), and the Allport Ascendance-Submission Reaction Study (AS) . 
Intercorrelations : The coefficients of correlation found between 
the six scales show that intercorrelations between the B1-N, B3-I, and 
1 Robert G. Bernreuter, The Personality Inventory (Palo Alto, 
California: Consulting Psychologists Press, Inc., 1935): 1-5. 
2 
William W. K. Zung, Self-Rating Depression Scale (1965). 
3Lilburn S. Barksdale, Barksdale Self-Esteem Evaluation No. 35 
(1973). 
4 
R. G. Bernreuter, op. cit. 
5 
Oscar K. Buros, (Ed.), The Sixth Mental Measurements Yearbook 
(Highland Park, New Jersey: The Gryphon Press, 1965): 346. 
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F1-C scales are .95, respectively, between these scales. Little is 
gained through using more than one of these three scales. If the "B" 
scales are used, B1-N is probably preferred over B3-I, because it has 
higher reliability. 
Reliability. Split-half coefficients ranging from .85 to .92 based 
on samples of college students are reported in the manual, and coeffi¬ 
cients of .86 and .78 obtained from a sample of high school boys are 
given for the two factor scales. Reports of test-retest reliability, 
not included in the manual, have been considerably lower - between .52 
2 
and .69. The split-half coefficients were computed by applying the 
3 
Spearman-Brown prophecy formula. 
Validity. Validity evidence consists of a table of correlations 
between the four original tests and the marker scales from which the 
weighting system was derived. The coefficients of validity range from 
.84 to 1.00 on the six scales measuring the various personality traits.4 
Normative Data. Percentile equivalents are provided for high 
school boys and girls, college men and women, and adult men and women. 
The extent to which cultural changes have made these norms inappropriate 
since 1938 is unknown.^ 
For the purpose of this study, scale B1-N (Neurotic Tendency), 
1R. G. Bernreuter, op. cit. 
2 
O. K. Buros, op. cit. 
3 
R. G. Bernreuter, op. cit. 
4 
O. K. Buros, op. cit. 
5Ibid. 
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scale B4-D (Dominance-Submission), and scale F2-S, (Sociability), were 
selected in order to measure these areas of personality and behavior. 
The Self-Rating Depression Scale 
The Self-Rating Depression Scale1 is an attempt to provide a 
relatively simple and direct procedure for evaluating the severity of 
clinical depression. The scale itself consists of twenty self-report 
items which the respondent answers as truthfully as possible under four 
headings: "None or a little of the time;" "Some of the time;" "Good 
part of the time;" or "Most of the time." These qualitative responses 
are given arbitrary numerical values of 1 to 4 in scoring the scale. 
In selecting the 20 items for inclusion in the scale, the author, 
Dr. William W. K. Zung, attempted to include those behaviors or symptoms 
which were cited in the literature as most characteristic of depressive 
disorder, regardless of the etiology of the depression. Using previous¬ 
ly reported factor analytic studies of depression as the basis, the 
author used his judgment to select those items which he regarded as 
adequately tapping three important areas of disturbance which character¬ 
ize depression; affective disturbance (two items), biological distur¬ 
bance (eight items), and psychological disturbance (ten items). For 
example, items 1 and 3 refer to affect, items 2 and 4 through 10 measure 
physiological disturbances, items 12 through 13 measure psychomotor 
disturbance, and items 11 and 14 through 20 measure psychological 
10scar K. Buros, (Ed.), The Seventh Mental Measurements Yearbook 
(Highland Park, New Jersey: The Gryphon Press, 1975: 320-321. 
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disturbance. The basis for deciding upon the number of items to tap 
each of these areas is not made clear by the author. In order to avoid 
the problems involved in establishing a positive response set, half of 
the items were worded so that a negative response would be the scored 
one.1 * 3 
The Self-Rating Depression Scale (SDS) is intended to rate 
depression as a disorder. However, the SDS is not intended to differ¬ 
entiate the different types of depression. It serves rather to quanti¬ 
tatively measure the intensity of depression regardless of the diagnos- 
2 
tic label used. 
Combining results from several studies, the SDS Index can be inter¬ 
preted as follows: 
Below 50 - - Within normal range, no psychopathology. 
50 - 59 - - - Presence of minimal to mild depression. 
60 - 69 - - - Presence of moderate to marked depression. 
70 & over - - Presence of severe to most extremely depressed. 
These interpretations are based upon data which compare depressed 
versus nondepressed patients, and depressed versus normal subjects in 
the 20- to 64- year-old range. High scores are not in themselves 
diagnostic, but indicate the presence of symptoms which may be of 
3 
clinical significance. 
Each respondent's raw score, transformed into the SDS Index, is the 
11bid. 
^W. W. K. Zung, op. cit. 
3Ibid. 
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actual percentage obtained of the 80 possible scale points. Crude norms 
are provided in the booklet, giving the mean and range of SDS Index 
scores for a group of normal controls and five groups of psychiatric 
patients. While the number of cases on which these norms are based is 
not explained in the manual, the research referenced by the author 
suggests that there were 100 subjects in the normal control group and 
approximately 200 subjects in the five other groups.1 2 3 
While SDS scores have been shown to be independent of marital 
status, sex difference, intelligence, and family income, there was a 
significant relationship reported between SDS scores and total years of 
education (r = -.28), suggesting that more highly educated patients are 
less likely to admit to depressive symptoms. Whether this obtained 
difference reflects a true difference in the distribution of depression 
or is a consequence of greater defensiveness as a function of education 
2 
is not possible to determine from the available evidence. 
3 
According to Buros, it would appear that age is an important con¬ 
sideration in determining SDS scores, a finding supported by a report by 
Zung with "normal" geriatric persons who gave elevated SDS scale 
scores. Thus, the need for carefully derived normative data, including 
separate age norms, would seem apparent. 
On the other hand, there is fair evidence available on the con¬ 
current validity of the SDS scores. Scores on the SDS do differentiate 




depressive patients from those with other psychiatric disorders, are 
significantly correlated with global ratings of depression made by 
psychiatrists in the United States and six other countries, and are 
significantly correlated (.59 to .75) with scores on the MMPI Depression 
scale.1 
Barksdale Self-Esteem Evaluation No. 35 
The Barksdale Self-Esteem Evaluation No. 35 measures a person's 
present condition or action regarding self-esteem. It is comprised of 
fifty questions, with the score values ranging from zero to three and 
defined as follows: "0" if not true; "1" if somewhat true; "2" if 
2 
largely true; and ”3" if true. According to Dagenais, the Barksdale 
Self-Esteem Evaluation No. 35 was shown to be normally distributed over 
a wide range of (total) scores, was shown to have adequate "ceiling" for 
the adult population sampled, and was shown to have high internal 
consistency (reliability). Virtually all of the 50 test items were 
shown to be correlated with total scores. 
The Barksdale Self-Esteem Evaluation No. 35 is highly correlated 
with the Barksdale Self-Esteem Evaluation No. 69, which has reliability 
measures varying from .916 (N-372) to .968 (N=61), coefficients being 
based on the test's 25 items. 
"The Barksdale Self-Esteem Evaluation No. 35 appears to be 
11bid. 
Fred Dagenais, "The Multi-Dimensionality of a Measure of Adult 
Self-Esteem: Implications for Validity," (unpublished paper, 1976). 
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independent of age, mental status, education, number of siblings, 
parents' education, and educational expectation. The evaluation's total 
score and sub-scale scores are positively related to intellectual 
disposition, personal integration, and anxiety level, and negatively 
related to practical orientation. The Barksdale Self-Esteem Evaluation 
No. 35 and its sub-scales were also negatively correlated with measures 
of powerlessness or personal alienation. It was seen that the relation¬ 
ship of self-esteem to powerlessness is primarily dependent upon a 
feeling of personal control over outcomes and a feeling of effectiveness 
based on professional expertise. 
"... The relationship between the evaluation's several components 
and the total score to a variety of variables has been established. 
Generally, the correlations are in the predicted direction and 
contribute to the convergent validity of the concepts."1 
Procedure 
The following procedures were carried out in implementing this 
study: 
1 . Approval of the topic was secured from the faculty of Atlanta 
University's Department of Counseling and Psychological 
Services. 
2. A preliminary proposal was approved by the faculty of Atlanta 
University's Department of Counseling and Psychological 
Services. 
3. Permission to use the instruments involved in this study was 
obtained from the respective author(s). 
11bid. 
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4. Permission was granted by The Sporting Club to conduct the 
necessary portion of the study at that facility. 
5. Random selection procedures were used to select 120 partici¬ 
pants for the four groups of thirty (30) females each in their 
respective groups. 
6. The participants were issued letters of informed consent, 
indicating the nature of the research study being done. The 
participants then completed permission forms, indicating their 
willingness to participate in the study. 
7. The Personality Inventory, the Self-Rating Depression Scale, 
and the Barksdale Self-Esteem Evaluation No.35 were adminis¬ 
tered following orientation sessions for the participants. 
8. Data was organized, analyzed, interpreted, and reported. 
9. Findings, conclusions, implications, and recommendations were 
incorporated into the final dissertation. 
Analysis of Data 
The data used in this study were collected and statistically 
treated in the following manner: 
1. The participants were notified of the dates, times, and 
locations regarding administration of the instruments. 
2. The collected data consisted of the participants' responses on 
The Personality Inventory, the Self-Rating Depression Scale, 
and the Barksdale Self-Esteem Evaluation No. 35. 
3. Mean scores for the four groups were obtained, compared, and 
analyzed. (see Appendix D). 
Statistical Treatment of the Data 
The independent t-test was applied to null hypotheses 1 through 25 
in order to determine the significance of the differences between the 
mean levels of the four groups of thirty (30) females each and two 
groups of sixty (60) females each, respectively. The null hypotheses 
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were rejected when a significant difference was found between mean 
levels of the respective psychological factor scores. 
CHAPTER IV 
RESULTS AND DISCUSSION 
This chapter presents the results of the statistical analysis and 
discussion relevant to this study. 
Statistical Analysis 
The results of the statistical analysis of the data are presented 
according to each of the five psychological factor categories and the 
accompanying null hypotheses: 
Neurotic Tendency 
Under the category of Neurotic Tendency, the five relevant null 
hypotheses designed to assess the levels of neurotic tendency of the 
participants who took part in the study provided direction as follows: 
HQ1 There will be no statistically significant difference between 
the mean levels of neurotic tendency for adult working 
females, ages 25 to 59, who are morbidly obese and adult 
working females, ages 25 to 59, who are normal weight-range. 
Hq6 There will be no statistically significant difference between 
the mean levels of neurotic tendency for adult working 
females, ages 25 to 39, who are morbidly obese and adult 
working females, ages 25 to 39, who are normal weight-range. 
HQ11 There will be no statistically significant difference between 
the mean levels of neurotic tendency for adult working 
females, ages 40 to 59, who are morbidly obese and adult 
working females, ages 40 to 59, who are normal weight-range. 
HQ1 6 There will be no statistically significant difference between 
the mean levels of neurotic tendency for adult working 
females, ages 25 to 39, who are morbidly obese and adult 
working females, ages 40 to 59, who are morbidly obese. 
HQ21 There will be no statistically significant difference between 
the mean levels of neurotic tendency for adult working 
females, ages 25 to 39, who are normal weight-range and adult 
working females, ages 40 to 59, who are normal weight-range. 
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The results for null hypothesis 1 (HQ1) are shown in Table 4. 
Table 4 
NEUROTIC TENDENCY DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
Neurotic Tendency Raw Scores+ S.E. 
Group of 
Mean S.D. Diff. 
df t 
Morbidly Obese 
Ages 25 to 59 19.483 100.149 
N = 60 
16.340 118 3.828*** 
Normal Weight-Range 
Ages 25 to 59 -82.033 77.400 
N = 60 
♦♦♦Significant at the .001 level. 
Table 4 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
59, and the normal weight-range adult working females, ages 25 to 59, 
regarding neurotic tendency. The _t-value of 3.828 exceeded the required 
table value of 3.460 necessary for significance at the .001 level. 
Therefore, null hypothesis 1 (HQ1) was rejected, which indicated that 
there was a significant difference between mean levels for the two 
groups with regard to neurotic tendency. 
+ Note: Raw Score 28 equates to the 50th percentile 
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The results for null hypothesis 6 (HQ6) are shown in Table 5. 
Table 5 
NEUROTIC TENDENCY DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 39 36.200 91.111 
N = 30 
21 .199 58 2.066* 
Normal Weight-Range 
Ages 25 to 39 -79.866 71.977 
N = 30 
♦Significant at the .05 level. 
Table 5 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the normal weight-range adult working females, ages 25 to 39, 
regarding neurotic tendency. The _t-value of 2.066 exceeded the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 6 (HQ6) was rejected, which indicated that 
there was a significant difference between mean levels for the two 
groups with regard to neurotic tendency. 
+ Note : Raw Score 28 equates to the 50th percentile 
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The results for null hypothesis 11 (HQ11) are shown in Table 6. 
Table 6 
NEUROTIC TENDENCY DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
Neurotic Tendency Raw Scores+S.E. 
Group of 
Mean S.D. Diff. 
df t 
Morbidly Obese 
Ages 40 to 59 2.766 107.357 
N = 30 
24.848 58 3.268** 
Normal Weight-Range 
Ages 40 to 59 -84.200 83.652 
N = 30 
**Significant at the .01 level. 
Table 6 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 40 to 
59, and the normal weight-range adult working females, ages 40 to 59, 
regarding neurotic tendency. The t-value of 3.268 exceeded the required 
table value of 2.704 necessary for significance at the .01 level. 
Therefore, null hypothesis 11 (HQ11) was rejected, which indicated that 
there was a significant difference between mean levels for the two 
groups with regard to neurotic tendency. 
+Note: Raw Score 28 equates to the 50th percentile 
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The results for null hypothesis 16 (HQ16) are shown in Table 7. 
Table 7 
NEUROTIC TENDENCY DATA 
FOR MORBIDLY OBESE ADULT WORKING FEMALES 
Neurotic Tendency Raw Scores+S.E. 
Group of 
Mean S.D. Diff. 
df t 
Morbidly Obese 
Ages 25 to 39 36.200 91.111 
N = 30 
25.708 58 1 .291 
Morbidly Obese 
Ages 40 to 59 2.766 107.357 
N = 30 
Table 7 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the morbidly obese adult working females, ages 40 to 59, 
regarding neurotic tendency. The _t-value of 1.291 did not meet the 
required table value of 2.021 necessary for significance at the .05 
level. Therefore, null hypothesis 16 (HQ16) was accepted, which 
indicated that there was not a significant difference between mean 
levels for the two groups with regard to neurotic tendency. 
+Note: Raw Score 28 equates to the 50th percentile 
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The results for null hypothesis 21 (HQ21) are shown in Table 8. 
Table 8 
NEUROTIC TENDENCY DATA 
FOR NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
Neurotic Tendency Raw Scores+ S.E. 
Group of 
Mean S.D, Diff. 
df t 
Normal Weight-Range 
Ages 25 to 39 -79.866 71.977 
N = 30 
20.148 58 0.208 
Normal Weight-Range 
Ages 40 to 59 -84.200 83.652 
N = 30 
Table 8 shows the data analysis related to the difference between 
the mean levels for the normal weight-range adult working females, ages 
25 to 39, and the normal weight-range adult working females, ages 40 to 
59, regarding neurotic tendency. The _t-value of 0.208 did not meet the 
required table value of 2.021 necessary for significance at the .05 
level. Therefore, null hypothesis 21 (HQ21) 
was accepted, which 
indicated that there was not a significant difference between mean 
levels for the two groups with regard to neurotic tendency. 
+ Note: Raw Score 28 equates to the 50th percentile 
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Dominance-Submission 
Under the category of Dominance-Submission, the five relevant null 
hypotheses designed to assess the levels of dominance-submission of the 
participants who agreed to take part in the study provided direction as 
follows : 
HQ2 There will be no statistically significant difference between 
the mean levels of dominance-submission for adult working 
females, ages 25 to 59, who are morbidly obese and adult 
working females, ages 25 to 59, who are normal weight-range. 
HQ7 There will be no statistically significant difference between 
the mean levels of dominance-submission for adult working 
females, ages 25 to 39, who are morbidly obese and adult 
working females, ages 25 to 39, who are normal weight-range. 
HQ12 There will be no statistically significant difference between 
the mean levels of dominance-submission for adult working 
females, ages 40 to 59, who are morbidly obese and adult 
working females, ages 40 to 59, who are normal weight-range. 
HQ1 7 There will be no statistically significant difference between 
the mean levels of dominance-submission for adult working 
females, ages 25 to 39, who are morbidly obese and adult 
working females, ages 40 to 59, who are morbidly obese. 
Hq22 There will be no statistically significant difference between 
the mean levels of dominance-submission for adult working 
females, ages 25 to 39, who are normal weight-range and adult 
working females, ages 40 to 59, who are normal weight-range. 
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The results for null hypothesis 2 (HQ2) are shown in Table 9. 
Table 9 
DOMINANCE-SUBMISSION DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 59 4.266 
N = 60 
75.499 
12.034 118 6.222*** 
Normal Weight-Range 
Ages 25 to 59 79.116 54.674 
N = 60 
***Significant at the .001 level. 
Table 9 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
59, and the normal weight-range adult working females, ages 25 to 59, 
regarding dominance-submission. The _t-value of 6.222 exceeded the 
required table value of 3.460 necessary for significance at the .001 
level. Therefore, null hypothesis 2 (HQ2) was rejected, which indicated 
that there was a significant difference between mean levels for the two 
groups with regard to dominance-submission. 
+ Note: Raw Score 15 equates to the 50th percentile 
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The results for null hypothesis 7 (HQ7) are shown in Table 10. 
Table 10 
DOMINANCE-SUBMISSION DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 39 -1.500 
N = 30 
74.678 
16.683 58 4.855*** 
Normal Weight-Range 
Ages 25 to 39 82.966 52.661 
N = 30 
***Significant at the .001 level. 
Table 10 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the normal weight-range adult working females, ages 25 to 39, 
regarding dominance-submission. The t-value of 4.855 exceeded the 
required table value of 3.551 necessary for significance at the .001 
level. Therefore, null hypothesis 7 (HQ7) was rejected, which indicated 
that there was a significant difference between mean levels for the two 
groups with regard to dominance-submission. 
+ Note: Raw Score 15 equates to the 50th percentile 
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The results for null hypothesis 12 (HQ12) are shown in Table 11. 
Table 11 
DOMINANCE-SUBMISSION DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 40 to 59 10.033 -77.600 
N = 30 
17.606 58 3.705*** 
Normal Weight-Range 
Ages 40 to 59 75.266 57.252 
N = 30 
***Significant at the .001 level. 
Table 11 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 40 to 
59, and the normal weight-range adult working females, ages 40 to 59, 
regarding dominance-submission. The _t-value of 3.705 exceeded the 
required table value of 3.551 necessary for significance at the .001 
level. Therefore, null hypothesis 12 (Hg12) was rejected, which 
indicated that there was a significant difference between mean levels 
for the two groups with regard to dominance-submission. 
+ Note: Raw Score 15 equates to the 50th percentile 
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The results for null hypothesis 17 (HQ17) are shown in Table 12. 
Table 12 
DOMINANCE-SUBMISSION DATA 
FOR MORBIDLY OBESE ADULT WORKING FEMALES 













19.622 58 0.408 
Morbidly Obese 
Ages 40 to 59 10.033 -77.600 
N = 30 
Table 12 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the morbidly obese adult working females, ages 40 to 59, 
regarding dominance-submission. The _t-value of 0.408 did not meet the 
required table value of 2.021 necessary for significance at the .05 
level. Therefore, null hypothesis 17 (HQ17) was accepted, which 
indicated that there was not a significant difference between mean 
levels for the two groups with regard to dominance-submission. 
+ Note: Raw Score 15 equates to the 50th percentile 
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The results for null hypothesis 22 (HQ22) are shown in Table 13. 
Table 13 
DOMINANCE-SUBMISSION DATA 
FOR NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 39 82.966 52.661 
N = 30 
14.202 58 0.544 
Normal Weight-Range 
Ages 40 to 59 75.266 57.252 
N = 30 
Table 13 shows the data analysis related to the difference between 
the mean levels for the normal weight-range adult working females, ages 
25 to 39, and the normal weight-range adult working females, ages 40 to 
59, regarding dominance-submission. The _t-value of 0.544 did not meet 
the required table value of 2.021 necessary for significance at the .05 
level. Therefore, null hypothesis 22 (HQ22) was accepted, which 
indicated that there was not a significant difference between mean 
levels for the two groups with regard to dominance-submission. 
+ Note: Raw Score 15 equates to the 50th percentile 
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Sociability 
Under the category of Sociability, the five relevant null 
hypotheses designed to assess the levels of sociability of the 
participants who agreed to take part in the study provided direction as 
follows: 
HQ3 There will be no statistically significant difference between 
the mean levels of sociability for adult working females, ages 
25 to 59, who are morbidly obese and adult working females, 
ages 25 to 59, who are normal weight-range. 
HQ8 There will be no statistically significant difference between 
the mean levels of sociability for adult working females, ages 
25 to 39, who are morbidly obese and adult working females, 
ages 25 to 39, who are normal weight-range. 
HQ1 3 There will be no statistically significant difference between 
the mean levels of sociability for adult working females, ages 
40 to 59, who are morbidly obese and adult working females, 
ages 40 to 59, who are normal weight-range. 
HQ18 There will be no statistically significant difference between 
the mean levels of sociability for adult working females, ages 
25 to 39, who are morbidly obese and adult working females, 
ages 40 to 59, who are morbidly obese. 
HQ23 There will be no statistically significant difference between 
the mean levels of sociability for adult working females, ages 
25 to 39, who are normal weight-range and adult working 
females, ages 40 to 59, who are normal weight-range. 
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The results for null hypothesis 3 (HQ3) are shown in Table 14. 
Table 14 
SOCIABILITY DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 59 -20.633 56.353 
N = 60 
9.398 118 0.045 
Normal Weight-Range 
Ages 25 to 59 -25.266 46.089 
N = 60 
Table 14 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
59, and the normal weight-range adult working females, ages 25 to 59, 
regarding sociability. The _t-value of 0.045 did not meet the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 3 (HQ3) was accepted, which indicated that 
there was not a significant difference between mean levels for the two 
groups with regard to sociability. 
+Note: Raw Score 22 equates to the 50th percentile 
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The results for null hypothesis 8 (HQ8) are shown in Table 15. 
Table 15 
SOCIABILITY DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
Group 







Ages 25 to 39 -11.633 60.416 
N = 30 
13.900 58 1.726 
Normal Weight-Range 
Ages 25 to 39 -35.566 46.366 
N = 30 
Table 15 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the normal weight-range adult working females, ages 25 to 39, 
regarding sociability. The _t-value of 1.726 did not meet the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 8 (HQ8) was accepted, which indicated that 
there was not a significant difference between mean levels for the two 
groups with regard to sociability. 
+ Note: Raw Score 22 equates to the 50th percentile 
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The results for null hypothesis 13 (HQ13) are shown in Table 16. 
Table 16 
SOCIABILITY DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 40 to 59 -29.633 51.216 
N = 30 
12.349 58 1.214 
Normal Weight-Range 
Ages 40 to 59 -14.966 44.185 
N = 30 
Table 16 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 40 to 
59 and the normal weight-range adult working females, ages 40 to 59 
regarding sociability. The _t-value of 1.214 did not meet the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 13 (HQ13) was accepted, which indicated that 
there was not a significant difference between mean levels for the two 
groups with regard to sociability. 
+ Note: Raw Score 22 equates to the 50th percentile 
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The results for null hypothesis 18 (HQ18) are shown in Table 17. 
Table 17 
SOCIABILITY DATA 
FOR MORBIDLY OBESE ADULT WORKING FEMALES 
Group 

















14.460 58 1 .244 
Morbidly Obese 
Ages 40 to 59 -29.633 51 .216 
N = 30 
Table 17 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the morbidly obese adult working females, ages 40 to 59, 
regarding sociability. The _t-value of 1.244 did not meet the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 18 (HQ18) was accepted, which indicated that 
there was not a significant difference between mean levels for the two 
groups with regard to sociability. 
+ Note: Raw Score 22 equates to the 50th percentile 
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The results for null hypothesis 23 (HQ23) are shown in Table 18. 
Table 18 
SOCIABILITY DATA 
FOR NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 39 -35.566 46.366 
N = 30 
11.693 58 1.282 
Normal Weight-Range 
Ages 40 to 59 -14.966 44.185 
N = 30 
Table 18 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the normal weight-range adult working females, ages 40 to 59 
regarding sociability. The _t-value of 1.282 did not meet the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 23 (HQ23) was accepted, which indicated that 
there was not a significant difference between mean levels for the two 
groups with regard to sociability. 
"•"Note: Raw Score 22 equates to the 50th percentile 
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Depression 
Under the category of Depression, the five relevant null hypotheses 
designed to assess the levels of depression of the participants who 
agreed to take part in the study provided direction as follows: 
Hq4 There will be no statistically significant difference between 
the mean levels of depression for adult working females, ages 
25 to 59, who are morbidly obese and adult working females, 
ages 25 to 59, who are normal weight-range. 
HQ9 There will be no statistically significant difference between 
the mean levels of depression for adult working females, ages 
25 to 39, who are morbidly obese and adult working females, 
ages 25 to 39, who are normal weight-range. 
HQ14 There will be no statistically significant difference between 
the mean levels of depression for adult working females, ages 
40 to 59, who are morbidly obese and adult working females, 
ages 40 to 59, who are normal weight-range. 
Hq19 There will be no statistically significant difference between 
the mean levels of depression for adult working females, ages 
25 to 39, who are morbidly obese and adult working females, 
ages 40 to 59, who are morbidly obese. 
HQ24 There will be no statistically significant difference between 
the mean levels of depression for adult working females, ages 
25 to 39, who are normal weight-range and adult working 
females, ages 40 to 59, who are normal weight-range. 
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The results for null hypothesis 4 (HQ4) are shown in Table 19. 
Table 19 
DEPRESSION DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
Group 







Ages 25 to 59 47.566 9.321 
N = 60 
1.491 118 5.369*** 
Normal Weight-Range 
Ages 25 to 59 39.800 6.829 
N = 60 
***Significant at the .001 level. 
Table 19 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
59, and the normal weight-range adult working females, ages 25 to 59, 
regarding depression. The _t-value of 5.369 exceeded the required table 
value of 3.460 necessary for significance at the .001 level. Therefore, 
null hypothesis 4 (HQ4) was rejected, which indicated that there was a 
significant difference between mean levels for the two groups with 
regard to depression. 
+Note: SDS Index score of 50 or below indicates normal range 
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The results for null hypothesis 9 (HQ9) are shown in Table 20. 
Table 20 
DEPRESSION DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
Group 







Ages 25 to 39 47.066 8.804 
N = 30 
2.105 58 3.581*** 
Normal Weight-Range 
Ages 25 to 39 39.466 7.466 
N = 30 
***Significant at the .001 level. 
Table 20 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the normal weight-range adult working females, ages 25 to 59, 
regarding depression. The _t-value of 3.581 exceeded the required table 
value of 3.551 necessary for significance at the .001 level. Therefore, 
null hypothesis 9 (HQ9) was rejected, which indicated that there was a 
significant difference between mean levels for the two groups with 
regard to depression. 
+ Note: SDS Index score of 50 or below indicates normal range 
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The results for null hypothesis 14 (HQ14) are shown in Table 21. 
Table 21 
DEPRESSION DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 40 to 59 48.066 9.890 
N = 30 
2.138 58 3.710*** 
Normal Weight-Range 
Ages 40 to 59 40.133 6.275 
N = 30 
***Significant at the .001 level. 
Table 21 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 40 to 
59, and the normal weight-range adult working females, ages 40 to 59, 
regarding depression. The _t-value of 3.710 exceeded the required table 
value of 3.551 necessary for significance at the .001 level. Therefore, 
null hypothesis 14 (HQ14) was rejected, which indicated that there was a 
significant difference between mean levels for the two groups with 
regard to depression. 
+ Note: SDS Index score of 50 or below indicates normal range 
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The results for null hypothesis 19 (HQ19) are shown in Table 22. 
Table 22 
DEPRESSION DATA 
FOR MORBIDLY OBESE ADULT WORKING FEMALES 
Group 







Ages 25 to 39 47.066 8.804 
N = 30 
2.417 58 0.413 
Morbidly Obese 
Ages 40 to 59 48.066 9.890 
N = 30 
Table 22 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the morbidly obese adult working females, ages 40 to 59, 
regarding depression. The _t-value of 0.413 did not meet the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 19 (HQ19) was accepted, which indicated that 
there was not a significant difference between mean levels for the two 
groups with regard to depression. 
+ Note: SDS Index score of 50 or below indicates normal range 
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The results for null hypothesis 24 (HQ24) are shown in Table 23. 
Table 23 
DEPRESSION DATA 
FOR NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 39 
N = 30 
39.466 7.466 
1 .777 58 0.375 
Normal Weight-Range 
Ages 40 to 59 40.133 6.275 
N = 30 
Table 23 shows the data analysis related to the difference between 
the mean levels for the normal weight-range adult working females, ages 
25 to 39, and the normal weight-range adult working females, ages 40 to 
59 regarding depression. The _t-value of 0.375 did not meet the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 24 (HQ24) was accepted, which indicated that 
there was not a significant difference between mean levels for the two 
groups with regard to depression. 
+ Note: SDS Index score of 50 or below indicates normal range 
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Self-Esteem 
Under the category of Self-Esteem, the five relevant null 
hypotheses designed to assess the levels of self-esteem of the 
participants who agreed to take part in the study provided direction as 
follows: 
HQ5 There will be no statistically significant difference between 
the mean levels of self-esteem for adult working females, ages 
25 to 59, who are morbidly obese and adult working females, 
ages 25 to 59, who are normal weight-range. 
HQ1 0 There will be no statistically significant difference between 
the mean levels of self-esteem for adult working females, ages 
25 to 39, who are morbidly obese and adult working females, 
ages 25 to 39, who are normal weight-range. 
HQ15 There will be no statistically significant difference between 
the mean levels of self-esteem for adult working females, ages 
40 to 59, who are morbidly obese and adult working females, 
ages 40 to 59, who are normal weight-range. 
Hq20 There will be no statistically significant difference between 
the mean levels of self-esteem for adult working females, ages 
25 to 39, who are morbidly obese and adult working females, 
ages 40 to 59, who are morbidly obese. 
Hq25 There will be no statistically significant difference between 
the mean levels of self-esteem for adult working females, ages 
25 to 39, who are normal weight-range and adult working 
females, ages 40 to 59, who are normal weight-range. 
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The results for null hypothesis 5 (HQ5) are shown in Table 24. 
Table 24 
SELF-ESTEEM DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 59 8.616 19.415 
N = 60 
3.194 118 7.592*** 
Normal Weight-Range 
Ages 25 to 59 33.250 15.346 
N = 60 
***Significant at the .001 level. 
Table 24 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
59, and the normal weight-range adult working females, ages 25 to 59, 
regarding self-esteem. The t-value of 7.592 exceeded the required table 
value of 3.460 necessary for significance at the .001 level. Therefore, 
null hypothesis 5 (HQ5) was rejected, which indicated that there was a 
significant difference between mean levels for the two groups with 
regard to self-esteem. 
+Note: SE Index range is -75 to +75. A zero or a minus score indicates 
a crippling lack of self-esteem. 
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The results for null hypothesis 10 (HQ10) are shown in Table 25. 
Table 25 
SELF-ESTEEM DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 39 7.266 19.017 
N = 30 
4.631 58 5.126*** 
Normal Weight-Range 
Ages 25 to 39 30.566 16.785 
N = 30 
***Significant at the .001 level. 
Table 25 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the normal weight-range adult working females, ages 25 to 39, 
regarding self-esteem. The t-value of 5.126 exceeded the required table 
value of 3.551 necessary for significance at the .001 level. Therefore, 
null hypothesis 10 (HQ10) was rejected, which indicated that there was a 
significant difference between mean levels for the two groups with 
regard to self-esteem. 
+ Note: SE Index range is -75 to +75. 
a crippling lack of self-esteem. 
A zero or a minus score indicates 
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The results for null hypothesis 15 (HQ15) are shown in Table 26. 
Table 26 
SELF-ESTEEM DATA 
FOR MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 40 to 59 9.966 20.031 
N = 30 
4.412 58 5.893*** 
Normal Weight-Range 
Ages 40 to 59 35.933 13.523 
N = 30 
***Significant at the .001 level. 
Table 26 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 40 to 
59, and the normal weight-range adult working females, ages 40 to 59, 
regarding self-esteem. The _t-value of 5.893 exceeded the required table 
value of 3.551 necessary for significance at the .001 level. Therefore, 
null hypothesis 15 (HQ15) was rejected, which indicated that there was a 
significant difference between mean levels for the two groups with 
regard to self-esteem. 
+ Note : SE Index range is -75 to +75. A zero or a minus score indicates 
a crippling lack of self-esteem. 
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The results for null hypothesis 20 (HQ20) are shown in Table 27. 
Table 27 
SELF-ESTEEM DATA 
FOR MORBIDLY OBESE ADULT WORKING FEMALES 
Group 







Ages 25 to 39 7.266 19.017 
N = 30 
5.042 58 0.542 
Morbidly Obese 
Ages 40 to 59 9.966 20.031 
N = 30 
Table 27 shows the data analysis related to the difference between 
the mean levels for the morbidly obese adult working females, ages 25 to 
39, and the morbidly obese adult working females, ages 40 to 59, 
regarding self-esteem. The _t-value of 0.542 did not meet the required 
table value of 2.021 necessary for significance at the .05 level. 
Therefore, null hypothesis 20 (HQ20) was accepted, which indicated that 
there was not a significant difference between mean levels for the two 
groups with regard to self-esteem. 
+ Note: SE Index range is -75 to +75. A zero or a minus score 
indicates a crippling lack of self-esteem. 
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The results for null hypothesis 25 (HQ25) are shown in Table 28. 
Table 28 
SELF-ESTEEM DATA 
FOR NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 







Ages 25 to 39 30.566 16.785 
N = 30 
3.935 58 1 .270 
Normal Weight-Range 
Ages 40 to 59 35.933 13.523 
N = 30 
Table 28 shows the data analysis related to the difference between 
the mean levels for the normal weight-range adult working females, ages 
25 to 39, and the normal weight-range adult working females, ages 40 to 
59 regarding self-esteem. The _t-value of 1.270 did not meet the 
required table value of 2.021 necessary for significance at the .05 
level. Therefore, null hypothesis 25 (HQ25) was accepted, which 
indicated that there was not a significant difference between mean 
levels for the two groups with regard to self-esteem. 
+ Note: SE Index range is -75 to +75. A zero or a minus score indicates 
a crippling lack of self-esteem. 
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Findings and Discussion 
Taking into consideration the dearth of literature available 
regarding morbid obesity, the literture that was available contended 
that psychological problems exist among members of this population. 
The discussion is presented in two parts. Part one presents 
available literature and research findings and the statistical findings 
of this study. The second part presents findings from across the five 
psychological factors according to age group. 
Literature and Study Findings 
Neurotic Tendency. According to the literature, the common core of 
neurotic behavior is a maladaptive life style, typified by anxiety and 
avoidance. Basic to this neurotic life style is the tendency to avoid 
problems rather than to cope with them and the tendency to maintain this 
life style despite its self-defeating nature. The morbidly obese person 
may resist dieting in order not to lose weight for fear of change, 
maturity, protection against sexual temptation, tendencies toward self¬ 
punishment, and addiction to food. Neurotic tendency scores were 
significantly different between the morbidly obese and the normal 
weight-range adult working female populations. The highest neurotic 
tendency score was indicated in the morbidly obese 25- to 39-year age 
group, and the lowest neurotic tendency score was indicated in the 
normal weight-range 40- to 59-year age group, thus supporting the 
literature which contends that there is the presence of neurotic 
behavior among obese persons. 
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Dominance-Submission. The literature reveals that obese 
individuals may equate large body size with power, strength, status, and 
protection against illness. These factors are more prevalent among 
males than among females, where obesity is seen as a sign of weakness 
and laziness, seemingly due to a lack of willpower in maintaining a body 
weight acceptable to society's standards. There was a significant 
difference in dominance-submission scores between the morbidly obese and 
the normal weight-range adult working female populations. The highest 
dominance-submission score was indicated in the normal weight-range 25- 
to 39-year age group, and the lowest dominance-submission score was 
indicated in the morbidly obese 25- to 39-year age group, thus 
concluding that the research findings support the literature, which 
emphasizes the passiveness and the lack of dominance among obese 
persons. 
Sociability. According to the literature, many morbidly obese 
persons have a psychological need to remain obese, since their obese 
condition may have acquired considerable importance as a stable fact of 
the person's psychosocial life. For example, no matter how bitterly an 
obese male or an obese female may complain about never having dates, the 
individual may well be using obesity as a defense against failure in 
social relationships. * 
The differences in sociability scores proved to be nonsignificant 
regarding all of the age groups encompassing both populations. The 
highest sociability score was indicated in the morbidly obese 25- to 39- 
year age group and the lowest sociability score was indicated in the 
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normal weight-range 25- to 39-year age group. However, differences were 
not substantial enough to warrant statistical significance. Further¬ 
more, the results did not concur with the literature, which infers that 
sociability presents a problem for persons who are obese. 
Depression. The literature review, in discussing resistances to 
weight loss, suggested that obese persons would resist giving up eating, 
which served as a "depressive equivalent" for them or as a response 
which took the place of feelings of depression. These persons could be 
included with those who eat as a substitute gratification for extended 
periods of time and with those who overeat almost constantly as a means 
of warding off emotional upheaval, such as depression. Depression 
scores were significantly different between the morbidly obese and the 
normal weight-range adult working female populations. The highest 
depression score was indicated in the morbidly obese 40- to 59-year age 
group and the lowest score was indicated in the normal weight-range 25- 
to 39-year age group. The literature regarding depression emphasizes 
the fact that this is a prevalent problem among the obese population. 
Self-Esteem. According to the literature, obese persons suffer not 
only from the stigma of their obesity, but from being blamed for their 
condition. Unlike persons with other physical disabilities, obese 
persons are labeled with terms that imply personal responsibility (lazy, 
weak, self-destructive, etc.). Therefore, it is not surprising that 
many obese persons detest their bodies and are preoccupied with weight 
and have the added problem of low self-esteem. There was a significant 
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difference in self-esteem scores between the morbidly obese and the 
normal weight-range adult working female populations. The highest score 
in self-esteem was indicated in the normal weight-range 40- to 59-year 
age group and the lowest score was indicated in the morbidly obese 25- 
to 39-year age group, thus concurring with the literature and concluding 
that low self-esteem is a significant psychological factor among obese 
persons. 
Age-Related Findings 
According to the findings in this study, the morbidly obese 
females, ages 25 to 39, had the highest scores in neurotic tendency and 
sociability, and the lowest scores in dominance-submission and self¬ 
esteem when compared to the other groups' scores. These findings 
suggest this population's desperate need to fit into the "Madison Avenue 
mold" regarding body image - thin is beautiful - and, in order to be 
accepted by others in society, one must take any and all measures in 
order to "fit in." Low self-esteem and dominance, coupled with feelings 
of failure and hopelessness at not being able to achieve adequate weight 
loss, apparently cause various forms of neurotic behavior to take 
place. This group's high score in sociability could be attributable to 
the fact that this population, out of fear of being rejected by peers, 
male friends, or family, overcompensate in order to please others. 
Judging from the high score in sociability and the low scores in 
dominance-submission and self-esteem, one could question whether the 
cliche, "fat people are always happy," is "honestly" true. In contrast 
to the preceeding group's scores, the lowest score in neurotic tendency 
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and the highest score in self-esteem was indicated in the normal weight- 
range females, ages 40 to 59. These scores could be indicative of a 
population whose goals have been met, who have sound body image, and who 
feel good about themselves in general. Perhaps there is a peacefulness 
about their having settled into a comfortable mid-life lifestyle. 
The highest dominance-submission score and the lowest scores in 
depression and sociablity involve the normal weight-range adult working 
female population, ages 25 to 39. This group's emphasis is on body 
image and fitness. These appear to be career-minded females who are 
aggressive, who feel good about themselves, and who are hopeful about the 
future. They come close to fitting into the "Madison Avenue mold" of 
looking trim and healthy. This group had the highest number of single, 
never-been-married females - 15 out of 30. Perhaps this explains the 
reson for the low score in sociability. Then, again, the low score 
could indicate that careers come first with this population, thus, 
perhaps, leaving little time for socializing. 
The morbidly obese females in the 40- to 59-year age group had the 
highest score in depression. The implication here is that these 
females' outward appearance may be a stumbling block in many areas of 
their lives. Occupationally, they could encounter a myriad of problems, 
ranging from how they look to the health hazards they've become. These 
problems carry over into their personal lives where a spouse may be 
indifferent, be inattentive, or be ashamed of her, thus making it a 
point to stay away from home as often as possible. Likewise, children's 
attitudes toward them may issue in cruel realities. This group's 
feelings of anger and despair at having failed diet after diet over a 
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period of many years may bring about feelings of disgust and hopeless¬ 
ness. The reality that they may never be able to attain any goals that 
they've set for themselves finally could have settled in. 
CHAPTER V 
CONCLUSIONS, IMPLICATIONS, AND RECOMMENDATIONS 
A recapitulation of the study is described in this chapter. It is 
followed by the conclusions, implications, and recommendations that are 
relevant to this study. 
Purpose of the Study 
The purpose of this study was to investigate selected psychological 
factors of morbidly obese and normal weight-range adult working females 
in a southern metropolitan community in order to determine whether there 
was a significant difference between the selected psychological factors 
of the morbidly obese adult working females and the normal weight-range 
adult working females. 
Significance of the Study 
This study was significant in providing statistical data and 
pertinent information to researchers, psychologists, psychotherapists, 
counselors, educators, and physicians regarding the problem of morbid 
obesity and the psychological factors involved therein. In addition, it 
could assist professionals in clinical, community, vocational, and 
rehabilitation counseling settings to address the psychological problems 
that may affect the morbidly obese female, thus providing more effective 




Twenty-five null hypotheses were tested. Null hypotheses one, six, 
eleven, sixteen, and twenty-one indicated that there would be no 
statistically significant difference between the mean levels of neurotic 
tendency for morbidly obese adult working females, (ages 25 to 59, 25 to 
39, and 40 to 59) and normal weight-range adult working females, (ages 
25 to 59, 25 to 39, and 40 to 59). Null hypotheses two, seven, twelve, 
seventeen, and twenty-two indicated that there would be no statistically 
significant difference between the mean levels of dominance-submission 
for morbidly obese adult working females, (ages 25 to 59, 25 to 39, and 
40 to 59) and normal weight-range adult working females, (ages 25 to 59, 
25 to 39, and 40 to 59). Null hypotheses three, eight, thirteen, 
eighteen, and twenty-three indicated that there would be no 
statistically significant difference between the mean levels of 
sociability for morbidly obese adult working females, (ages 25 to 59, 25 
to 39, and 40 to 59) and normal weight-range adult working females, 
(ages 25 to 59, 25 to 39, and 40 to 59). Null hypotheses four, nine, 
fourteen, nineteen, and twenty-four indicated that there would be no 
statistically significant difference between the mean levels of 
depression for morbidly obese adult working females, ( ages 25 to 59, 25 
to 39, and 40 to 59), and normal weight-range adult working females, 
(ages 25 to 59, 25 to 39, and 40 to 59). Null hypotheses five, ten, 
fifteen, twenty, and twenty-five indicated that there would be no 
statistically significant difference between the mean levels of self¬ 
esteem for morbidly obese adult working females, (ages 25 to 59, 25 to 
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39, and 40 to 59) and normal weight-range adult working females, (ages 
25 to 59, 25 to 39, and 40 to 59). 
The .05 level of significance served as the decision rule. 
Definition of Terms 
The terms which were of significance to this study were 
operationally defined as follows: 
(1) Morbid Obesity - is the state of being at least 100 pounds or 
more over medically recommended weight, according to Dr. Edward 
E. Mason, surgeon and clinical expert on morbid obesity. 
(2) Neurotic-Tendency - is a state of emotional instability beyond 
what is appropriate in the conditions of one's life and is 
operationally defined as the sub score obtained from the 
Neurotic Tendency index on The Personality Inventory's B1 -N 
Scale. 
(3) Dominance-Submission - is the tendency to dominate other 
persons in face-to-face situations or to submit to others in 
face-to-face situations and is operationally defined as the sub 
score obtained from the Dominance-Submission index on The 
Personality Inventory's B4-D Scale. 
(4) Sociability - is the tendency to be nonsocial and solitary or 
sociable and gregarious and is operationally defined as the sub 
score obtained from the Sociability index on The Personality 
Inventory's F2-S Scale. 
(5) Depression - is a syndrome comprised of coexisting signs and 
symptoms which signify the presence of pathological 
disturbances or changes in four areas: (1) somatic, (2) 
psychological, (3) psychomotor, and (4) mood; and is 
operationally defined as the score obtained on the Self-Rating 
Depression Scale (SDS). 
(6) Self-Esteem - is an emotion, involving how warm and loving one 
feels toward oneself, based on one's sense of self-worth and 
degree of self-acceptance. It is further defined as the 
automatic product of a person's heritage and total life 
experience and is operationally defined as the score obtained 
on the Barksdale Self-Esteem Evaluation No. 35. 
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(7) Normal Weight-Range - is the state of being not more than 
twenty (20) pounds over and not more than twenty (20) pounds 
under the medically recommended weight, according to the 
Metropolitan Life Insurance Company Health and Safety Education 
Division's 1983 Height and Weight Tables. (see Appendix A). 
Review of the Literature 
The review of the literature related to this study consisted of 
four sections. The first section described the literature with regard 
to the clinical basis and etiology of morbid obesity. The second 
section addressed the psychological factors influenced by morbid 
obesity. Section three assessed the determinants of neurotic 
behavior. Section four defined and explained specific neurotic 
disorders. 
Methodology 
Four alphabetically numbered lists were obtained. The first list 
was comprised of morbidly obese adult working females, ages 25 to 39; 
the second list included morbidly obese adult working females, ages 40 
to 59; the third list consisted of normal weight-range adult working 
females, ages 25 to 39; and the fourth list was comprised of normal 
weight-range adult working females, ages 40 to 59. In order to draw a 
random sample from the target population, random selection procedures 
were used to select 120 participants; thirty (30) from the group of 
morbidly obese adult working females, ages 25 to 39; thirty (30) from 
the group of morbidly obese adult working females, ages 40 to 59; thirty 
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(30) from the group of normal weight-range adult working females, ages 
25 to 39; and thirty (30) from the group of normal weight-range adult 
working females, ages 40 to 59. Random assignment was initiated in the 
following manner: (1) An odd/even assignment procedure was initiated 
until thirty-five participants for each group were selected. The first 
thirty participants in each group were the selected population, with the 
five remaining participants of each group serving as alternates to the 
study; (2) The participants were issued letters of informed consent 
which described the research to be done; (3) The participants were then 
notified as to the dates, times, and locations regarding administration 
of the instruments. 
Statistical Procedure 
The independent t-test was applied to null hypotheses 1 through 25 
in order to determine the significance of the differences between the 
mean levels of the four groups of adult working females - thirty (30) in 
each group, respectively. The four groups of thirty (30) adult working 
females were also combined to form two groups of sixty (60) adult 
working females, respectively. 
Conclusions 
The analysis of the data in this study appeared to warrant the 
following conclusions: 
1. When morbidly obese participants were compared with normal 
weight-range participants on five selected psychological 
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factors, the groups were significantly different regarding four 
of the five factors (neurotic tendency, dominance-submission, 
depression, and self-esteem). The two groups did not differ 
with respect to sociability. 
2. There appeared to be a difference in the intensity with regard 
to how some of the psychological factors impacted on the two 
age groups. The younger (25 to 39) morbidly obese group 
displayed greater neurotic tendency, less dominance, and lower 
self-esteem than their normal weight-range counterpart. The 
older (40 to 59) morbidly obese group displayed a greater 
tendency toward depression than their normal weight-range 
counterpart. 
3. When the two groups of morbidly obese participants were 
compared with each other, they tended to be similar on three 
factors (sociability, depression, and self-esteem), and 
different on two factors (neurotic tendency and dominance- 
submission). The younger (25 to 39) morbidly obese group 
displayed greater neurotic tendency and less dominance than the 
older (40 to 59) morbidly obese group. 
Implications 
The following implications were made based on the conclusions of 
this study: 
1. There appears to be a need on the part of physicians and other 
helping professionals who treat morbidly obese individuals to 
become more aware of the fact that psychological problems 
accompany morbid obesity. By making this fact known, these 
professionals could offer more comprehensive treatment for the 
morbidly obese population. 
2. Based on the findings in this study, there appears to be a 
difference in the intensity with which some psychological 
factors tend to impact on the two age groups. Age-range should 




On the basis of the conclusions and implications of this study, it 
is recommended that: 
1 . in light of the large population of obese and morbidly obese 
persons in our society, more scientific attention should be 
given to this problem from both a physiological and 
psychological standpoint. 
2. more studies should be conducted using new or existing reliable 
and valid instruments in order to collect data that address the 
psychological problems encountered by morbidly obese persons in 
order to assess the need for professional intervention. 
3. studies involving support groups for morbidly obese persons 
should be conducted and evaluated in order to determine whether 
or not these groups can bring about change. 
4. research addressing health and body-image issues should be 
carried out with morbidly obese and normal weight-range adult 
working females who are members of the general population in 
order to determine whether differences, such as those found in 
this study, exist. 
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APPENDIX A 
HEIGHT AND WEIGHT TABLES 
METROPOLITAN LIFE INSURANCE COMPANY 
TO MAKE AN APPROXIMATION OF YOUR FRAME SIZE... 
Exlend your arm and bond 
the forearm up wan I at a 90 
degree ai K jlo Keep lingers 
straight and turn the inside of 
your wrist toward your body. 
If you have a caliper, use it to 
measure the space between 
the two prominent bones on 
either side of your elbow 
Without a culiper. place thumb 
and index finger of your other 
hand on these two bones. 
Measuie the space between 
your fingers against a ruler or 
tape measure Compare it with 
these tables that list elbow 
measurements for medium¬ 
framed men and women. 
Measurements lower than 
those listed indicate you have 
a small frame Higher measure¬ 
ments indicate a large frame 
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APPENDIX B 
LETTERS 
EDWARD J. WAITS, M.D., F.A.CS. 
DIPLOMATE AMERICAN BOARD OF SURGERY 
MEMBER AMERICAN SOCIETY FOR BARIATRIC SURGERY 
900 JOHNSON FERRY ROAD 
SUITE 323 
ATLANTA. GEORGIA 30342 
GENERAL SURGERY AND 
ONCOLOGICAL SURGERY 
BARIATRIC SURGERY 
PHONE: 14041 232-2220 
November 21, 1985 
AnnRlta L. Hader 
4900 Northland Drive, N.E. 
Atlanta, Georgia 303*12 
Dear Rita: 
This is in response to your request regarding my being a member 
of your doctoral committee to examine your dissertation. 
I would be delighted to serve on your doctoral carmittee and 
will critique your review of the literature regarding the topic 
of morbid obesity and obesity and, if needed, make any suggestions 
or recommendations which may seem appropriate. 
Please keep me posted on your progress. 
Best regards, 
Edward J. Waits, M.D. 
EJW/jgw 
PERMISSION LETTER 
Your permission is requested for you to participate in a 
research project regarding various aspects of your personality. 
Let me assure you that the names of participants will not be used 
at any time and will remain confidential. All information will be 
reported as group findings only. 
Thank you for participating in this research project. 
Sincerely 
AnnRita L. Hader 
PERMISSION TO PARTICIPATE IN PROJECT 
(name) 
will participate in 
project. 
(name) 




THE PERSONALITY INVENTORY 
By ROBERT G. BERNREUTER 
Date 
NAME. Age Sex 
Address   
School grade 
or occupation 
Name of school 
or business firm 




Percentile % % % % % % 
H. S—COLL.—A DULT 
Based on norms 
MALE—FEMALE 
CONSULTING PSYCHOLOGISTS PRESS, INC., PALO ALTO. CALIFORNIA 
«ES 
Copyright 1931, renewed 1959, by Robert G. Bcrnreuter. 
Printed in the United States of America. 
The questions on this blank are intended to indicate your interests and attitudes. It is not an intel¬ 
ligence test, nor are there any right or wrong answers. 
In front of each question you will find: “Yes No ?” 
If your answer is “Yes,” draw a circle around the “Yes.” If your answer is “No,” draw a circle 
around the “No.” If you are entirely unable to answer either “Yes” or “No” to the question, then 
draw a circle around the question mark. 
1. Yes No ? Does it make you uncomfortable to be “different” or unconventional ? 
2. Yes No ? Do you day-dream frequently? 
3. Yes No p Do you usually work things out for yourself rather than get someone to show you? 
4. Yes No ? Have you ever crossed the street to avoid meeting some person ? 
5. Yes No ? Can you stand criticism without feeling hurt ? 
6. Yes No ? Do you ever give money to beggars? 
7. Yes No ? Do you prefer to associate with people who are younger than yourself? 
8. Yes No ? Do you often feel just miserable? 
9. Yes No ? Do you dislike finding your way about in strange places ? 
10. Yes No ? Are you easily discouraged when the opinions of others differ from your own ? 
11. Yes No ? Do you try to get your own way even if you have to fight for it? 
12. Yes No ? Do you blush very often? 
13. Yes No ? Do athletics interest you more than intellectual affairs ? 
14. Yes No ? Do you consider yourself a rather nervous person? 
15. Yes No ? Do you usually object when a person steps in front of you in a line of people? 
16. Yes No ? Have you ever tried to argue or bluff your way past a guard or doorman ? 
17. Yes No ? Are you much affected by the praise or blame of many people? 
18. Yes No ? Are you touchy on various subjects ? 
19. Yes No ? Do you frequently argue over prices with tradesmen or junkmen? 
20. Yes No ? Do you feel self-conscious in the presence of superiors in the academic or business world? 
21. Yes No ? Do ideas often run through your head so that you cannot sleep ? 
22. Yes No ? Are you slow in making decisions? 
23. Yes No ? Do you think you could become so absorbed in creative work that you would not notice a 
lack of intimate friends ? 
24. Yes No ? Are you troubled with shyness? 
25. Yes No ? Are you inclined to studv the motive.* of other people carefully? 
26. Yes No ? Do you frequently feel grouchy? 
27. Yes No ? Do your interests change rapidly ? 
28. Yes No ? Are you very talkative at social gatherings ? 
29. Yes No ? Do you ever heckle or question a public speaker ? 
30. Yes No ? Do you very much mind taking back articles you have purchased at stores ? 
31. Yes No ? Do you see more fun or humor in things when you are in a group than when alone? 
32. Yes No ? Do you prefer travelling with someone who will make all the necessary arrangements to the 
adventure of travelling alone? 
33. Yes No ? Would you rather work for yourself than carry out the program of a superior whom you 
respect ? 
34. Yes No ? Can you usually express yourself better in speech than in writing? 
35. Yes No ? Would you dislike any work which might take you into isolation for a few years, such as 
forest ranging, etc. ? 
36. Yes No ? Have you ever solicited funds for a cause in which you were interested? 
37. Yes No ? Do you usually try to avoid dictatorial or “bossy” people ? 
38. Yes No ? Do you find conversation more helpful in formulating your ideas than reading ? 
9. Yes No p Do you worry too long over humiliating experiences? 
0. Yes No ? Have you ever organized any clubs, teams, or other groups on your own initiative? 
1. Yes No ? If you see an accident do you quickly take an active part in giving aid? 
2. Yes No ? Do you get stage fright ? 
3. Yes No ? Do you like to bear responsibilities alone? 
4. Yes No ? Have books been more entertaining to you than companions? 
5. Yes No ? Have you ever had spells of dizziness? 
6. Yes No ? Do jeers humiliate you even when you know you are right ? 
7. Yes No ? Do you want someone to be with you when you receive bad news ? 
8. Yes No ? Does it bother you to have people watch you at work even when you do it well ? 
9. Yes No ? Do you often experience periods of loneliness? 
0. Yes No ? Do you usually try to avoid arguments ? 
1. Yes No ? Are your feelings easily hurt ? 
2. Yes No ? Do you usually prefer to do your own planning alone rather than with others? 
3. Yes No ? Do you find that telling others of your own personal good news is the greatest part of the 
enjoyment of it? 
4. Yes No ? Do you often feel lonesome when you are with other people ? 
5. Yes No ? Are you thrifty and careful about making loans? 
6. Yes No ? Are you careful not to say things to hurt other people’s feelings? 
7. Yes No ? Are you easily moved to tears ? 
8. Yes No ? Do you ever complain to the waiter when you are served inferior or poorly prepared food? 
9. Yes No ? Do you find it difficult to speak in public? 
Yes No ? Do you ever rewrite your letters before mailing them? 
>1. Yes No ? Do you usually enjoy spending an evening alone? 
>2. Yes No ? Do you make new friends easily? 
>3. Yes No ? If you are dining out do you prefer to have someone else order dinner for you? 
>4. Yes No p Do you usually feel a great deal of hesitancy over borrowing an article from an acquaintance? 
>5. Yes No ? Are you greatly embarrassed if you have greeted a stranger whom you have mistaken for an 
acquaintance ? 
6. Yes No ? Do you find it difficult to get rid of a salesman ? 
i 7. Yes No ? Do people ever come to you for advice? 
>8. Yes No ? Do you usually ignore the feelings of others when accomplishing some end which is important 
to you? 
>9. Yes No ? Do you often find that you cannot make up your mind until the time for action has passed? 
’0. Yes No ? Do you especially like to have attention from acquaintances when you are ill ? 
’1. Yes No ? Do you experience many pleasant or unpleasant moods? 
'2. Yes No ? Are you troubled with feelings of inferiority? 
'3. Yes No ? Does some particularly useless thought keep coming into your mind to bother you ? 
'4. Yes No ? Do you ever upbraid a workman who fails to have your work done on time ? 
’5. Yes No ? Are you able to play your best in a game or contest against an opponent who is greatly su¬ 
perior to you ? 
'6. Yes No ? Have you frequently appeared as a lecturer or entertainer before groups of people? 
7. Yes No ? Are people sometimes successful in taking advantage of you? 
’8. Yes No p When you are in low spirits do you try to find someone to cheer you up? 
'9. Yes No ? Can you usually understand a problem better by studying it out alone than by discussing it 
with others? 
ÎO. Yes No ? Do you lack self-confidence? 
51. Yes No ? Does admiration gratify you more than achievement? 
52. Yes No p Are you willing to take a chance alone in a situation of doubtful outcome? 
53. Yes No ? Does your ambition need occasional stimulation through contact with successful people? 
84. Yes No ? Do you usually avoid asking advice? 
85. Yes No ? Do you consider the observance of social customs and manners an essential aspect of life? 
86. Yes No ? If you are spending an evening in the company of other people do you usually let someone 
else decide upon the entertainment? 
87. Yes No ? Do you take the responsibility for introducing people at a party? 
88. Yes No ? If you came late to a meeting would you rather stand than take a front seat? 
89. Yes No ? Do you like to get many views from others before making an important decision? 
90. Yes No ? Do you try to treat a domineering person the same as he treats you ? 
91. Yes No ? Does your mind often wander so badly that you lose track of what you are doing? 
92. Yes No ? Do you ever argue a point with an older person whom you respect ? 
93. Yes No ? Do you have difficulty in making up your mind for yourself ? 
94. Yes No ? Do you ever take the lead to enliven a dull party ? 
95. Yes No ? Would you “have it out” with a person who spread untrue rumors about you ? 
96. Yes No p At a reception or tea do you feel reluctant to meet the most important person present ? 
97. Yes No ? Do you find that people are more stimulating to you than anything else ? 
98. Yes No ? Do you prefer a play to a dance? 
99. Yes No ? Do you tend to be radical in your political, religious, or social beliefs? 
100. Yes No ? Do you prefer to be alone at times of emotional stress? 
101. Yes No ? Do you usually prefer to work with others? 
102. Yes No ? Do you usually work better when you are praised ? 
103. Yes No ? Do you have difficulty in starting a conversation with a stranger? 
104. Yes No ? Do your feelings alternate between happiness and sadness without apparent reason ? 
105. Yes No ? Are you systematic in caring for your personal property? 
106. Yes No ? Do you worry over possible misfortunes? 
107. Yes No ? Do you usually prefer to keep your feelings to yourself? 
108. Yes No ? Can you stick to a tiresome task for a long time without someone prodding or encouraging you? 
109. Yes No ? Do you get as many ideas at the time of reading a book as you do from a discussion of it 
afterward ? 
110. Yes No ? Do you usually face your troubles alone without seeking help? 
111. Yes No ? Have you been the recognized leader (president, captain, chairman) of a group within the 
last five years ? 
112. Yes No P Do you prefer making hurried decisions alone? 
113. Yes No ? If you were hiking with a group of people, where none of you knew the way, would you prob¬ 
ably let someone else take the full responsibility for guiding the party ? 
114. Yes No ? Are you troubled with the idea that people on the street are watching you? 
115. Yes No ? Are you often in a state of excitement? 
116. Yes No ? Are you considered to be critical of other people? 
117. Yes No ? Do you usually try to take added responsibilities on yourself ? 
118. Yes No ? Do you keep in the background at social functions ? 
119. Yes No ? Do you greatly dislike being told how you should do things? 
120. Yes No ? Do you feel that marriage is essential to your present or future happiness? 
121. Yes No ? Do you like to be with people a great deal? 
122. Yes No ? Can you be optimistic when others about you are greatly depressed? 
123. Yes No ? Does discipline make you discontented ? 
124. Yes No ? Are you usually considered to be indifferent to the opposite sex? 
125. Yes No ? Would you feel very self-conscious if you had to volunteer an idea to start a discussion 
among a group of people ? 
THE SELF-RATING DEPRESSION SCALE 
Name . ■  —— 
Age Sei Dale _— —  
None OR 
a Little 




of the Time 
Moat OR All 
of the Time 
1. 1 FEEL DOWN-HEARTED, BLUE AND SAD 
2. MORNING IS WHEN 1 FEEL THE BEST 
3. 1 HAVE CRYING SPELLS OR FEEL LIKE IT 
4. 1 HAVE TROUBLE SLEEPING THROUGH THE NIGHT 1 
5. 1 EAT AS MUCH AS 1 USED TO 
6. 1 ENJOY LOOKING AT, TALKING TO AND BEING WITH 
ATTRACTIVE WOMEN/MEN 
7. 1 NOTICE THAT 1 AM LOSING WEIGHT 
8. 1 HAVE TROUBLE WITH CONSTIPATION 
9. MY HEARTBEATS FASTER THAN USUAL 
10. 1 GET TIRED FOR NO REASON 
11. MY MIND IS AS CLEAR AS IT USED TO BE 
12. 1 FIND IT EASY TO DO THE THINGS 1 USED TO 
13. 1 AM RESTLESS AND CANT KEEP STILL 
14. 1 FEEL HOPEFUL ABOUT THE FUTURE 
15. 1 AM MORE IRRITABLE THAN USUAL 
16. I FIND IT EASY TO MAKE DECISIONS 
17. 1 FEEL THAT 1 AM USEFUL AND NEEDED 
18. MY LIFE IS PRETTY FULL 
19. I FEEL THAT OTHERS WOULD BE BETTER OFF IF I WERE DEAD 
20. I STILL ENJOY THE THINGS I USED TO DO 
ç W Zung 1965 1974 All ngnit rcMrvad SDS RAW SCORE 
SDSINDEX 
SELF-ESTEEM EVALUATION No. 35 
Score ii followi: "0" If not true 
"I" If somewhat true 
"7" I f largely true 
"3" If true 
Score STA TEMENT OF PRESENT CONDITION OR ACTION 
  2. 
__ 3. 
   4. 
  5. 
   6; 
  7. 
   8: 
  9. 
  10. 
— 11. 
  11 
  13. 
  14. 
  15. 
  16. 
  17. 
  18. 
  19. 
20. 
  21. 
 . 22. 
  23. 
  24. 
  25. 
I usually feel inferior to othen 
I normally feel warm and happy toward my!elf. 
I often feel Inadequate to handle new situations. 
I usually feel warm and friendly toward all I contact. 
I habitually condemn myself for my mistakes and 
shortcomings. 
I am free of shame, blame, guilt and remorse. 
I have a driving need to prove my worth and excel¬ 
lence. 
I have great enjoyment and test for living. 
I am much concerned about what others think and say 
of me. 
I can let others be "wrong" without attempting to 
correct them. 
I have an intense need for recognition and approval. 
I am usually free of emotional turmoil, conflict and 
frustration. 
Losing normally causes me to feel resentful and "less 
than.'” 
I usually anticipate new endeavors with quiet confi¬ 
dence. 
I am prone to condemn others and often wish them 
punished. 
I normally do my own thinking and make my own 
decisions. 
I often defer to others on account of their ability, 
wealth or prestige. 
I willingly tike responsibility for the consequences of 
my actions. 
I am inclined to exaggerate and lie to maintain a 
desired image. 
I am free to give precedence to my own needs and 
desires. 
I tend to belittle my own talents, possessions and 
achievements. 
I normally speak up for my own opinions and convic¬ 
tions. 
I habitually deny, alibi, justify or rationalize my mis¬ 
takes and defeats. 
I am usually poised and comfortable among strangers. 
I am very often critical and belittling of others. 
Score STA TEMENT OF PRESENT CONDITION OR ACTION 
26. I am free to express love, anger, hostility, resentment 
joy, etc. 
27. I feel very vulnerable to others' opinions, comments 
and attitudes. 
28. I rarely experience jealousy, envy or suspicion. 
29. I am a "professional people pleaser." 
30. I am not prejudiced toward racial, ethnic or religious 
groups. 
31. lam fearful of exposing my "real self.” 
32. I am normally friendly, considerate and generous with 
others. 
33. I often blame others for my handicaps, problems and 
mistakes. 
. 34. I rarely feel uncomfortable, lonely and Isolated when 
alone. 
35. I am a compulsive "perfectionist." 
. 36. I accept compliments and gifts without embarrassment 
or obligation. 
37. I am often compulsive about eating, smoking, talking 
or drinking. 
. 38. I am appreciative of others’achievements and ideas. 
. 39. I often shun new endeavors because of fear of mis¬ 
takes or failure. ’ 
, 40. I make and keep friends without exerting myself. 
. 41. I am often embarrassed by the actions of my family 
or friends. 
- 42. I readily admit my mistakes, shortcomings and defeats. 
. 43. I experience a strong need to defend my acts, opin¬ 
ions and beliefs. 
. 44. I take disagreement and refusal without feeling "put 
down,” or rejected. 
.45. I have an intense need for confirmation and agree¬ 
ment. 
. 46. I am eagerly open to new ideas and proposals. 
. 47. I customarily iudge my self-worth by personal com¬ 
parison with others. 
I am free to think any thoughts that come into my 
mind. 
I frequently boast about myself, my possessions and 
achievements. 
  48. 
 „ 49. 
  50. I accept my own authority and do as I, myself, see fit 
SELF-ESTEEM INDEX, i.e„ your "SEI". 
Date  
TO OBTAIN YOUR SELF ESTEEM INDEX: Add the individual scores of alt even numbered statements (i.e. Nos. 2, 4, 6, 8. etc.). From 
this total subtract (he sum of the individual scores of all odd numbered statements (i.e. Nos. 1, 3, 5, 7, etc.). This net score is your cur¬ 
rent Self-Esteem Index, or SEI. For example: If the sum of all the individual scores of the even numbered statements is 37 and the sum 
of all the individual scores of the odd numbered statements is 62, your SEI is 37-62 or a minus 25. The possible range of one's Self- 
Esteem Index is from —75 to +75. Yours will fall somewhere in between. Do not be concerned about your SEI, no matter how low, or 
even negative. Your self-esteem simply is what it IS, the automatic product of your heritage and total life experience; and thus nothing to 
be ashamed or embarrassed about. It is important, however, that you be honest with yourself in order to obtain as valid a score as possi¬ 
ble. For your SEI is a reference point for gauging your progress in building self-esteem. Also remember, that no mailer how low your 
SEI may be, you can bring it up to any desired value by conscientious effort 
corrwoHT © is?} by 0»r*«yj/# 
APPENDIX D 
PARTICIPANT PERSONAL INFORMATION 
AND 






PARTICIPAI IT SCORES 
FOR 
MORBIDLY OBESE AND NORMAL WEIGHT-RANCE ADULT WORKING FEMALES 
PSYCHOLOGICAL FACTOR 
Neurotic Tendency 
AGES 25 to 59 
MORBIDLY OBESE 
 Age3 25 to 59  
RAW SCORE  1169 
MEAN -------- 19.483 
S.D.  100.149 
VARIANCE   10029.881 
RAW SCORE   256 
MEAN    ___ 4.266 
S.D.  75.499 
VARIANCE  5700.101 
RAW SCORE   -1238 
MEAN -------- -20.633 
S.D.  56.353 
VARIANCE  3175,661 
RAW SCORE   2854 
MEAN   47.566 
S.D.  9.321 
VARIANCE  86.898 
RAW SCORE   517 
MEAN  8.616 
S.D.  19.415 
VARIANCE  376.966 
NORMAL WEIGHT-RANGE 
 Ages 25 to 59  
RAW SCORE  -4922 
MEAN  -82.033 
S.D.  77.400 
VARIANCE   5990.847 
RAW SCORE  4747 
MEAN      - 79.116 
S.D.  54.674 
VARIANCE  2989.338 
RAW SCORE  -1516 
MEAN - -    -25.266 
S.D.  46.089 
VARIANCE  2124.237 
RAW SCORE  2388 
MEAN  _____ 39.800 
S.D.   - 6.829 
VARIANCE  46.644 
RAW SCORE  1995 
MEAN  33.250 
S.D.  15.346 







MORBIDLY OBESE ADULT WORKING FEMALES 


















| number r aw au b - « c ore# Code! 
i 88 98 38 49 5 29 C G 0 
2 -110 90 -11 41 34 32 C G Q 
3 112 -37 72 58 13 31 A G 0 
A 18 ll -46 43 15 25“ A ~G ~xr 
3 -54 89 -89 46 4 36 C G Q 
6 201 -59 -51 5Ô -l4 3/ W~ ~~G R 
7 61 -42 l 50 -n 34 c G TT 
8 -79 103 -58 36 27 35 B G. q 
9 33 -45 7 41 10 30 B G R 
10 89 -95 -5 58 8 32 C G N 
11 8 31 42 41 la 35 c ~G~ ~tr 
12 -71 45 -65 39 28 37 c “S
- FT 
13 161 -no 88 60 -25 36 c G R 
U -132 113 -23 32 30 37 B G q 
15 102 -20 100 50 1 29 C G 0 
16 151 -103 -10 54 -24 27 B G 0 
17 -115 140 9 39 36 33 C G M 
is 51 -8 -57 43 11 30 B G Q 
19 -35 52 -39 44 27 25 C G 0 
20 131 -96 -27 49 15 27 A G 0 
21 25 -22 -68 43 2 36 B G N 
22 79 -66 -84 61 -23 32 C G R 
23 22 4 -53 40 28 36 C G M 
26 -73 56 -15 39 34 31 c G T 
25 49 42 163 42 0 36 C G L 
26 37 12 -56 43 15 36 c G 0 
27 183 -130 -12 64 -11 25 c H 0 
28 -11 28 45 36 2 32 A G H 
29 135 -93 -68 62 -24 26 B G L 
30 
30 -33 -77 51 17 32 c G 0 
RAW SCORE 
TOTAL = 1086 -45 -349 1412 218 
MEAN 36.200 -1.500 -11.633 47.066 7.266 
S. D. 91.111 74.678 60.416 8.804 19.017 
VARIANCE - 8301.379 5576.862 3650.103 77.517 361.655 
Participant Information Codes; 
Marital Statua 























Hispanic  I 
Asian J 
Other   . K 
Sales  
Manager /'Supervisor  
















MORBIDLY OBESE ADULT WORKING FEMALES 
AGES 40 to 59 
v- 
// 












number r aw au b - • c ores Codes 
i 74 -37 -42 53 -26 44 C G L 
2 83 -5 86 58 9 45 c G 0 
3 59 -80 -60 41 -1 53 c G L 
* -36 -21 -115 52 13 47 c G M 
3 -163 144 49 38 36 49 c G R 
6 181 -49 -23 61 7 58 c H L 
7 78 -8 80 48 -12 40 B G “5" 
8 199 -163 -25 68 -18 41 c G Q 
9 -54 61 48 46 -14 57 c G L 
1U -122 74 23 32 42 44 A G 0 
11 -65 66 -44 48 18 51 C G L 
12 27 -68 -16 51 -11 47 B G N 
13 115 -113 -35 58 -2 43 A G 0 
14 -90 87 -46 39 21 47 C G 0 
15 -15 40 16 34 27 44 C H 0 
16 -167 117 -124 48 31 42 B G U 
17 -107 83 -15 39 34 47 C G N 
18 -4 -18 -112 55 -8 54 c G L 
19 -105 87 -36 36 32 50 C G P 
20 -6 28 -6 38 19 59 A G q 
21 10 32 -49 43 16 52 c G L 
22 7 30 -81 58 8 42 C G 0 
23 183 -85 -6 67 -5 47 B H N 
24 -51 53 3 40 29 46 C G 0 
25 -149 79 -70 39  35  52 c G Q 
26 -10 31 -48 49 16 43 D G N 
'27 -133 128 -26 37 34 40 B G R 
28 146 -71 13 59 -19 47 c G 0 
29 114 -95 -104 58 -24 50 A G L 
30 84 -26 -36 48 17 49 C G 0 
RAW SCORE 
TOTAL = 83 301 -889 1442 299 
MEAN 2.766 10.033 -29.633 48.066 9.966 
S. D. 107.357 -77.600 51.216 9.890 20.031 
VARIANCE ” 11525.689 6021.896 2623.13 97.827 401.275 
Participant Information Codes: 
Marital Status Occupational Profile 
Single (.never married) .... A 
Divorced  B 
Married  C 




Caucasian  G 
Black H 




(Factory, etc.)  L 
Skilled Labor: 
Teacher  M 
Nurse/Technician N 
Secretary/Clerical 0 
Administrator/Consultant. . . P 
Sales Q 
Manager/Supervisor B 
Executive/Professional. . . . S 





NORMAL WEICHT-RANGE ADULT WORKING FEMALES 





















number r aw su b - i c ore* Codes 
i -177 128 -a 33 59 27 B G S 
2 -107 63 -74 34 32 31 B I P 
3 -99 92 -25 43 37 28 D G 0 
-127 TÜ8 -71 31 22 26 A K 
} 29 -21 -17 38 30 30 A G Q 
6 -123 129 -26 38 39 32 A G M 
7 -206 162 -63 33 49 29 C G Q 
8 -31 51 43 41 24 35 c G S 
9 41 25 -79 64 -14 27 A G M 
10 -148 151 6 35 46 26 A G q 
n -1 28 -56 54 -5 29 B G N 
12 -67 43 -106 46 25 29 A G S 
13 -84 117 -84 38 19 35 c G P 
14 -122 107 -92 30 33 32 A G N 
15 -27 53 -40 51 9 31 A G s 
16 -120 137 -38 28 56 25 A G S 
17 -47 89 34 43 20 34 A G T 
18 -97 73 -81 41 16 33 A G S 
19 -95 104 -22 36 24 25 C G S 
2U -109 101 -124 44 33 33 A G T 
21 -49 51 -13 36 13 34 B K R 
22 -151 66 -55 35 42 26 C G N 
23 -109 111 -32 46 37 32 A G U 
24 -137 95 -103 38 45 25 A G Q 
25 -129 156 55 41 52 31 C C T 
26 13 -25 -10 37 30 38 B G M 
27 109 89 17 36 23 26 A G S 
28 -128 103 -26 40 48 37 C G U 
29 23 -39 3 39 31 39 B G Q 
30 -120 142 23 35 42 34 C G p 
RAW SCORE 
TOTAL - 
-2396 2489 -1067 1184 917 
MEAN 79.866 82.966 -35.566 39.466 30.566 
S. D. 71.977 52.661 46.366 7.466 16.785 
VARIANCE - 5180.758 2773.27. 2149.896 55.448 281.758 
Participant Information Codes: 
Marital Status Occupational Profile 
Single (.never married) .... A 
Divorced  B 
Married  C 




Caucasian  G 
Black H 
Hispanic  1 
Asian -I 
Other  K 
Unskilled Labor: 





Administrator/Consultant. . . 
Sales  
Manager/Supervisor  
Executive/Professional. . . . S 






 a, o' erf 
PARTICIPANT INFORMATION 
FOR 
NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 






















number r a v au b - a c o r e a Code* 
i -112 102 23 44 31 48 C G R 
2 -167 188 7 40 39 53 c G q 
3 -118 60 -90 46 37 42 A G P 
5 ÏL -6 -28 56 27 49 B G 0 
3 -17  14 -53 43 20 52 C G U 
35 33 62 44 22 47 A G S 
7 -50 45 -13 43 9 41 c G q 
8 -180 101 58 31 69 52 c H R 
9 -51 60 14 38 20 43 B G P 
10 -141 79 -54 3b 37 41 C ~r 
11 -101 63 -15 31 48 59 c G q 
12 -176 154 12 39 46 49 c G S 
13 -46 93 40 42 26 43 c G R 
14 -120 109 -36 50 39 42 D G q 
15 28 -17 -3 40 43 58 E G 0 
16 -181 132 14 37 49 55 C G U 
17 -135 111 -10 38 30 40 C G P 
18 -97 100 -23 31 25 51 B G q 
19 78 67 -52 41 28 44 C G T 
20 -156 69 -48 36 55 53 A G ~s~ 
21 -126 97 -31 39 49 41 C H s 
22 -101 46 -82 38 30 43 C G R 
23 -99 78 -27 43 38 54 B G H 
24 -173 130 -18 37 63 45 B G q 
25 -150 73 -47 ~15  57  46 C G U 
26 -122 121 -25 36  51  42 c K R 
27 141 -110 -126 57 12 41 D G 
28 -110 88 36 41 33 43 c G R 
29 28 41 13 34 26 55 B G q 
30 -129 137 48 39 45 52 C G 0 
RAW SCORE 
TOTAL s 
-2526 2258 ' -449 1204 1078 
MEAN -84.200 75.266 -14.966 40.133 35.933 
S. D. 83.652 57.252 44.185 6.275 13.523 
1 VARIANCE - 6997.758 3277.862 1952.379 39.379 182.896 
Participant Information Codes: 
Marital Status Occupational Profile 
Single (never married) . ... A Unskilled Labor: 
Divorced  B (Factory, etc.)  L 
Married  C Skilled Labor: 
Separated  D Teacher  M 
Widow E Nurse/Technician N 
Other F Secretary/Clerical 0 
Administrator/Consultant. . . P 
Ethnic/Paclal Background Sales  Q 
Caucasian G Manager/Supervisor R 
 H Executive/Professional. . . . S 
Hispanic .....  I Artist/Writer  1 






MORBIDLY OBESE ADULT WORKING FEMALES 
AND 




SPECIFIC PSYCHOLOGICAL FACTOR SCORES 
FOR 
MORBIDLY OBESE AND NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
AGES 25 to 59 
PSYCHOLOGICAL FACTOR MORBIDLY OBESE 
S.E. 




Neurotic Teadency N 60 
MEAN 
SCORE “82.033 
N 60  16.340 118 3.828 
S.D. 100.149 S.D. 77-*°° 
MEAN 
SCORE 
Dominance-Submission N ^ 
MEAN 
QPORF 79.116 
H 60 12.034 118 6.222 
S.D. 75-499 S.D. 54’674 
MEAN 
SCORE -Z0'633 
Sociability N 60 
MEAN 
cpoRr “25.266 
N 60 9.398 118 0.045 






60 OLUK ! .49] ns 5.369 
N 
S.D. 9-321 S.D. 6-829 
8.616 
SCORE 
Self-Esteem N °o 
MEAN 33.250 









SPECIFIC PSYCHOLOGICAL FACTOR SCORES 
FOR 
MORBIDLY OBESE A1ID NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
AGES 25 to 39 
PSYCHOLOGICAL FACTOR MORBIDLY OBESE 
S.E. 




Neurotic Tendency N 30 
MEAN 
SCORE -79.866 
N 30 21.199 58 2.066 






H 30 16.683 58 4.855 
S.D. 74-678 S.D. 52-6&l 
MEAN 
SCORE “11.633 
Sociability N 30 
MEAN 
SCORE -35.566 
N 30 13.900 58 1.726 







„ 30 2.105 58 3.581 
S.D. 8,804 S.D. 7,466 
fIEAN 7.266 
•jn SCORE 




SC0RE 4.631 58 5.126 
19.017 






SPECIFIC PSYCHOLOGICAL FACTOR SCORES 
FOR 
MORBIDLY OBESE AND NORMAL WEIGHT-RANCE ADULT WORKING FEMALES 
AGES AO to 59 
PSYCHOLOGICAL FACTOR MORBIDLY OBESE 
S.E. 




Neurotic Tendency N 30 
MEAN 
SCORE ”84.200 
N 30 24.848 58 3.268 
S.D. 107.357 S.D. 83.652 
MEAN 
SCORE 10.033 
Dominance-Submission N 30 
MEAN 
SCORE 75.266 
U 30 17.606 58 3.705 
S.D. -77.600 S.D. 57'252 
MEAN 
SCORE -29.633 
Sociability N 30 
MEAN 
SCORE -14.966 
N 30 12.349 58 1.214 
S.D. 51*216 S.D. W’185 
MEAN 
SCORE ^8-066 




30 ^UKE  2.138 58 3.710 
N 
S.D. 9'890 S.D. 6-275 
MEAN 9 966 
„„ SCORE 
Self-Esteem N 30 
MEAN 35_933 
N 30 
SC0R£ 4.412 58 5.893 
„ „ 20.031 




SPECIFIC PSYCHOLOGICAL FACTOR SCORES 
FOR 
MORBIDLY OBESE ADULT WORKING FEMALES 
AGES 25 to 59 
PSYCHOLOGICAL FACTOR 
MORBIDLY OBESE 
AGES 25 to 39 
MORBIDLY OBESE 













25.708 58 1.291 









19.622 58 0.408 



























2.417 58 0.413 
5.042 58 0.542 




SPECIFIC PSYCHOLOGICAL FACTOR SCORES 
FOR 
NORMAL WEIGHT-RANGE ADULT WORKING FEMALES 
AGES 25 to 59 
NORMAL WEIGHT-RANGE 
PSYCHOLOGICAL FACTOR AGES 25 Co 39 
NORMAL WEIGHT-RANGE S,R- „ . 




Neurotic Tendency N 3^ 
MEAN 
SCORE “84.200 
N 30 20.148 58 0.208 
S.D. 71.977 S.D. 83.652 
MEAN 
SCORE 82,966 
30 ■ -    Dominance-Submission N 
MEAN 
SCORF 75.266 
u 3U 14.202 58 0.544 
S.D. 52,661 S.D. 57,252 
MEAN 
SCORE “35-566 
Sociability N 30 
MEAN 
SCORE “14.966 
N 30 11.693 58 1.282 







N 30 1.777 58 0.375 





„ 30 SC0RE 3.935 58 1.270 
16.785 
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